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1904 BOWLANDS, B. P., M.S., the College, Guy's Hospital, S.E. C.C. 2, 

1898 BussELL, Alfbed Ebnbst, M.D., B.S., 107, Lambeth Palace Boad, 

Albert Embankment, S.E. C.C.I. 
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1900 RxTSBBLL, J. S. RisiEN, M.D., 44, Wimpole Street, Cavendish Square, 

W. Trans. 1, C.C. 1. 
1903 BussBLL, JA1IB9 WiLLiAM, M.D., 72, Newhall Street, BirmiDgham. 

1887 Bttthbbfoobd, H. T., M.B., Salisbury House, Taunton. 

1885 Bylb, Rboinald John, M.D., 15, German Place, Brighton. 

1882 Sainbbfbt, Habbington. M.D., 52, Wimpole Street, W. (C. 1898- 

1901.) 
1899 Sandifeb, Henby Stephen, M.D., B.S., 11, Porchester Gardens, W. 

1893 Saksom, Abthub Ebne8T, M.D., 84, Harley Street, W. Trans, l,C.C.l. 
1873 Sayaoe, Geobge Henby. M.D., 3, Henrietta Street, W. (C. 1882-8.) 

1886 Sayill, Thomas Dixon, M.D., 60, Upper Berkeley Street, W. Trant. 

1, C.C. 6. 

1899 SCHOBBTEIN, GusTAVE, M.B., 11, Portland Place, W. 
1886 Scott, Alpbed, 15, German Place, Brighton. 

1894 Scott, Bebnabd, " Hartingtou," Poole Bond, Bournemouth. 

1900 Scott, Kenneth, M.D., 7, Manchester Square, W. 

1892 Scott, Bichabp Jambs Hebbebt, 28, Circus, Bath. C.C. 1. 

1902 Seabs, Alfbed Ebnbst, 33, Lee Terrace, Blackheath, S.E. Trajis. 1. 
1869 Sbdowice, Lbonabd William, M.D., 69, Gloucester Terrace, Hyde 

Pa^k, W. (C. 1879-81, V.P. 1897-1900.) 

1897 Sboundo, Chables Semfill de, M.B., B.S., 6, Brook Street, Hanover 

Square, W. 
1892 Selwyn-Habyey, John Stephenson, M.D., 1, Astwood Boad, S.W. 

1878 Semon, Sir Felix, C.V.O., M.D.. 39, Wimpole Street, W. (C. 1885-7.) 

Trans, B, C,C, 3. 
1884 Shabkby, Seymoub J., M.D., 22, Harley Street, W. (C. 1895-8.) 

1898 Shaw, Habold Batty, M.D., 7, Devonshire Street, Portland Place, W. 

C,C. 5. 
1889 Shaw, Laubiston Elgis, M.D., 64, Harley Street, W. C,C, 1. 
1875 Shbbwood, Abthub Paul, 8, Seaside Boad, Eastbourne. 
1886 SiLCOCK, Abthub Quabby, M.D., B.S., 52, Harley Street, W. (C. 

1896-9.) Trans, 5. C.C. 2. 

1903 Simpson, Gbaham, 1, Bartlett's Passage, Holborn Circus, E.C. C.C. 1. 

1879 Skebbitt, Edwabo Mabkham, M.D., Edgecumbe House, Bichmond 

Hill. Clifton, Bristol. (C. 1896-8.) Trans, 2. 
1872 Slight, Geobob, M.D., 14, Old Burlington Street, W. 
1882 Smith, E. Noblb, 24, Queen Anne Street, W. Trans, 1. 
1896 Smith, Ebbvbzeb Stanlby, M.D., 68, Wimpole btreet. Cavendish 

Square, W. 

1888 Smith, Fbedbbick J., M.D.. 138, Harley Street, W. Trans. 2. 
1884 Smith, B. Pebcy, M.D., 36, Queen Anne Street, Cavendish Square, W. 

(C. 1898-1901.) 
1894 Smith, Thomas Budolph, M.B., B.C., 25, Bridge Boad, Stockton-on- 
Tees. 
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1893 Snaps, Ernest Alfbbd, M.D., 41, Welbeck Street, W. 
1868 Snow, William Y., M.D., Richmond Gardens, Bouruemoutli. 

1890 SOLLT, GsNBST, M.B., Strathlea, Harrogate, Yorks. C,C. 1. 

1888 Sfenceb, Waltes Gbobgb, M.S., M.B. (Son, Secretary), 35, Brook 

Street, W. (C. 1896-9. S. 1904- .) Trans. 12, C.C. 12. 
1885 Spiceb, Fbedebice, M.D., 17, Wimpole Street, Cavendish Square, W. 
1888 Spiceb, Robebt Henby Scanes, M.D., 28, Welbeck Street, W. 

ac. 1. 

1882 Spoonbb, Fbbdebick Hbnby, M.D., 4, Maitland Place, Lower Clapton, 

N.E. 
1896 Spvbbbll, Chables, Medical Superintendent, Poplar and Stepney 

Sick Asylum, Devon's Road, Bromley-by-Bow, E. 
1876 Squibb, A. Balicanno, 24, Weymouth Street, W. Trans, 5, C.C. 4. 
1892 Stabb, Ewbn Cabthew, 57, Queen Anne Street, W. C.C. 1. 
1879 Staples, Fbancis Patbice, Brigade- Surgeon, Army (retired). (Address 

uncommunicated.) 

1896 Stewabd, Fbancis James, M.B., B.S., 133, Harley Street, W. Trans. 2, 

C.C. 1. 

1874 StirUng, Edwabd C, M.D. [care of Messrs. Eldeb & Co., 7, St. Helen's 

Place, E.C.], Adelaide, South Australia. 
1899 Stone, William Gbeam, M.D., 93, Denmark Hill, S.E. C.C. 1. 

1884 Stonham, Chables, C.M.G., 4, Harley Street, W. C.C. 3. 

1878 Stbugnell, Fbbdebick William, Grove End House, Highgate Road, 

Highgate, N. W. (C. 1903- .) C.C. 1. 
1878 Stnrge, William Allen, M.D., 29, Boulevard Dubouchage, Nice, 

France. 

1894 SUTHEBLAND, Geobge A., M.D., 73, Wimpole Street, Cavendish Square, 

W. Trans. 1. 
1882 Symonds, Chabtebs James, M.S., 58, Portland Place, W. (C. 1888-9, 

1901-4, S. 1898-1901.) Trans. 12, C.C, 19. 
1876 Symonds, Hobatio Pebcy, 35, Beaumont Street, Oxford. 

1885 Tait^ Edwabd Sabine, M.D., 48, Highbury Park, N. 

1885 Tait, Hbnby Bbeweb, Lincluden, Sunnyside Road, Hornsey Lane^ N. 

1891 Tate, Walteb William Hunt, M.D., 32, Queen Anne Street, W. 

1886 Tay, Waben, 4, Finsbury Square, E.C. 

1897 Taylob, E. Claudb, M.D., B.S., Eland House, Rosslyn Hill, Hampstead, 

N.W. 

1875 TATLOS, Fbbdebick, M.D., {President), 20, Wimpole Street, W. (S. 

1879-81, C. 1882-4, V.P. 1894-7, T. 1901-3, P. 1903- .) Trans. 16, 
G.C «S. 

1889 Taylor, Hbnby Hebbbbt, 10, Brunswick Place, Hove, Sussex. 

1890 Taylob, James, M.D., 49, Welbeck Street, W. C.C. 3. 

1882 Taylob, Seymoub, M.D., 16, Seymour Street, W. Trans. 1, C.C. 4,, 
1885 Taylor, W. C. Eteblby, 34, Queen Street, Scarborough. 
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1886 Teale, Thomas Pbidgin, M.6.» F.B.S., 38, Cookridge Street, Leeds. 
(C. 1897-1900.) 

1896 Templeton, Geobge, M.B., 10, Seymour Street, Portman Square, W. 

1890 Thane, Edgab Herbebt, M.D., Wagga-Wagga, New Souch Wales. 

1886 Thompson, Chables Hebbebt, M.D., 133, Harley Street, Cavendish 

Square, W. 
O.M. Thompson, Edmund Symes, M.D., 33, Cavendish Square, W. (C. 
1880-2.) Trans, 1. 

1897 Thomson, H. Campbell, M.D., 34, Queen Anne Street, Cavendish 

Square, W. C.C. 1. 
1894 Thomson, StClaib, M.D., 28, Queen Anne Street, W. Trans, 2, 
C.C o. 

1896 Thobne, William Bezly, M.D., 53, Upper Brook Street, W. C.C. 2. 

1872 Thobnton, William Pxjgin, 35, St. George's Road, Canterbury. 

Trans, 5. 
1885 Thubsfield, Thomas William, M.D., Selwood, Beauehauip Square, 

Leamington. 

1899 Tilley, Hebbebt, M. D., 89, Harley Street, Cavendish Square, W. C,C. 2. 

1891 ToMSON, W. Bolton, M.D., Park Street West, Luton, Bedfordshire. 

1897 TooooOD, F. Shebman, M.D., The Infirmary, 282, High Street, 

Lewisham, S.E. 

1892 Tooth, Howabd Henby, C.M.G., M.D., 34, Harley Street, W. Trans. 1. 

1887 ToTSUEA, Kankai, Tokio, Japan. 

1874 Tbayebs, William, M.D., 2, Phillimore Gardens, Kensington, W. 

1897 Ttjbby, Alpbed Hebbebt, M.S., 25, Weymouth Street, Portland 

Place, W. Trans. 2, C.C, 3. 

1900 Tullis, Geobge Augustus, M.D., Holmbush, Grove Road, Southsea. 
1882 TuBNEB. Geobge Robebtson, 41, Half Moon Street, W. (C. 1897- 

1900.) Trans, 9. C.C, 6. 
1904 Tubneb, Philip, M.S., 8, St. Thomas's Street, London Bridge, S.E. 

1888 Tubneb, Philip Dymoce, M.D., Sudbury, Isle of Wight. Trans. 1. 

1898 Tubneb, William, M.B., 53, Queen Anne Street, Cavendish Square, W. 

1893 TUBNEY, HOBACE Geobqe, M.D., 68, Portland Place, W. C.C, 4. 
1878 Tyson, William Joseph, M.D., 10, Langhorne Gardens, Folkestone. 

(C. 1886-8, V.-P. 1900-2.) Trans, 8. 

1881 Uhthopf, John Caldwell, M.D., Wavertree House, Brunswick Place* 
Brighton. (C. 1898-1901.) 

1868 Venning, Edocombe, 30, Cadogan Place, S.W. (C. 1876-8.) Trans. 2. 
1890 VoELCKBB, Abthub Fbanois, M.D., B.S., 101, Harley Street, W. 

(C. 1900-3.) Trans. 2, C,C. 2. 
1868 Wagstapfe, William Wabwice, Purleigh, St. John's Hill, Sevenoaks. 

(C. 1878.) 
1886 WAIN£WBI6HT, Benjamin, M.B., CM. (address uncommunicated). 
1885 Wakley, Thomas, jun., 16, Hyde Park Gate, S.W. 
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1899 Walked, Uenby Rob, 8, Harley Street, W. 

1896 Wallace, Cuthbert Sydney, M.B., 26, Upper Wimpole Street, W. 
(C. 1902- .) Trans. 6, C,C. 5. 

1890 Wallis, Fsedbeick Chables, M.B., B.C., 107, Harley Street, W. 

(C. 1902- .) Trans. 5, C. C. 10. 
1888 Walters, Fbedebick Rufekacht, M.D., Crooksbury Sanatorium, 

Farnhara, Surrey. C.C, 2. 
1896 Wabd, Edwabd, M.B., 22, Park Place, Leeds. Trans. 1. 
1904 Wabing, Holbubt J., M.S., 37, Wimpole Street, Cavendish Square, W. 
1888 Warner, Pebcy, Rydal, Woodford Oreen, Essex. 

1891 Watebhottse, Hebbebt Fuenivall, M.D., CM., 81, Wimpole 

Street, W. 
1902 WATSO^^ Chables Gobdon, 44, Welbeck Street, Cavendisli Square, W. 
C.C. 1. 

1896 WEBER, Feed. Pabees, M.D., 19, Harley Street, W. Trans. 2, C.C. 10. 
O.M. Webeb, Sir Hebmank D., M.D., 10, Grosveuor Street, W. (C. 1867-71, 

V. P. 1873-5.) Trans. 9. 
1882 West. Samuel, M.D., 15, Wimpole Street, W. (C. 1887-9.) Trans. 

16, C.C. 5. 
1895 Wethebed, Fbank J., M.D., 83, Harley Street, W. 
1874 Wheelhouse, Claudius Galen, Cliffe Point, Filey, Yorks. Trans. 1. 
1891 White, Chables Pebciyal, M.B., B.C., 22, Cadogan Gardens, S.W. 

1882 White, Edwin Fbancis, Westlands, 280, Upper Richmond Road, 

Putney, S.W. 
1890 White, Gilbebt B. Moweb, M.B., B.S., 112, Harley Street, W. 

1883 White, William Hale, M.D. 65, Harley Street, W. (C. 1887-9, 

1896-9, S. June, 1893-6.) Trans. 16, C.C. 4. 

1883 White, William Henby, M.D., 43, Weymouth Street, W. Trans. 1. 

C.C.I. 
1894 Whitelocee, Richabd Henby Anglin, M.B., CM., 6, Banbury Road, 
Oxford. 

1897 Whiteield, Abthub, M.D., 21, Bentinck Street, Manchester Square, 

W. 

1897 Whiting, Abthub John, M.D., 142, Harley Street, W. 

1882 Whittle, Edwabd Geobge, M.D., 9, Regency Square, Brighton. 

1871 Wight, Geobge, M.B., CM., 428, Liverpool Road, N. 

1879 Wilcox, Henby, M.B., Newlyn, Fleet, Hants. 

1894 WILKIN, Gbieeith Chables, Conway House, Paignton, South Devon. 

1884 Willcoces, Fbedebick, M.D., 14, Mandeville Place, W. C.C. 1. 
O.M. WiLLETT, Alebed, 36, Wimpole Street, W. (C 1872-5, V.P. 1889-91 .) 

1890 WiLLETT, Edgab, M.B., 22, Queen Anne Street, Cavendish Square, W. 
1888 Williams, Campbell, 18, Queen Anne Street, Cavendish Square, W. 
Trans. 2. 
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OM, Williams, Chables Theopobe, M.D., 2, Upper Brook Street, W. 
(C. 1877-9, V.P. 1889-90.) Trans, 8. 

1888 Williams, Dawson, M.D., 2, Agar Street, Strand, W.C. (C. 1893-7.) 
1903 Williams, Leonabd, M.D.,8, York Street, Portman Square, W. C.C 1. 

1890 Williams, W. Roger, Beaufort House, Cliftou Down, Clifton, Bristol. 
O.M. Willis, Fbancis, M.D., The Spa, Braceborough, Stamford. 

1893 Wills, Joseph Peabce Bfdgett, M.D., Chintings, Bexbill-on-Sea. 

1889 Wills, William Alebed, M.D., 29, Lower Seymour Street, W. 

1886 Wilson, Albert, M.D., Minto House, South Woodford, Essex. Trans, 

1, C,C. 2. 
1888 Wilson, Claude, M.D., CM., Belmont, Tunbridge Wells. Trans. 2. 

1891 Wilson, Theodobe Stacet, M.D., C.M.,27, Wheeley's Boad, Edgbaston, 

Birmingham. Trans. 2. 

1890 Wood, Neville, 42, Elvaston Place, Queen's Gate, S.W. 

1883 Woodcock, John Bostbon, Darlington Court, North Road, Bath. 
1879 WOODWABD, Geobge p. M., M.D., Deputy Surgeon-General; Sydney, 

New South Wales. 

1894 Woollett, Chables Jebome, " Ambleside," Streatham, S.W. 

1884 Wobts, Edwin, 6, Trinity Street, Colchester. 

1892 Wtntee, Walteb Essex, M.D., B.S., 27, Wimpole Street, Cavendish 

Square, W. C.C. 4. 

1872 Yeo, I. BxTRNEY, M.D., 44, Hertford Street, W. (C. 1881-3.) Trans, 8. 



[Jif is requested that any change of Title or Eesidence he com- 
municated to the Secretaries before the Ist of July in each year, in 
order that the list may be made as correct as possible,^ 
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Henry Arnott. 

Richard Barwell. 

Henry Charlton Bastian, M.D., P.R.S. 

Sir Wm. Henry Broadbent, Bart., 

K.C.V.O., M.D., F.R.S. 
Thomas Bryant. 
Thomas Buzzard, M.D. 
Sir William Selby Church, Bart., 

K.C.B., M.D. 
Edward Clapton, M.D. 
John Couper. 

William Howship Dickinson, M.D. 
Sir Dyce Duckworth, M.D. 
Christopher Heath- 
Timothy Holmes. 



Jonathan Hutchinson, F.R.S. 

J. Hughlings Jackson, M.D., F.R.S. 

John Langton. 

Arthur Trehem Norton, C.B. 

John William Ogle, M.D. 

Frederick William Pavy, M.D., F.R.S. 

Sir Richard Douglas Powell, Bart., M.D., 

K C.V.O 
Sydney Ringer, M.D., F.R.S. 
Sir Thomas Smith, Bart., K.C.V.O. 
Edmund Symes Thompson, M.D. 
Sir Hermann D. Weber, M.D. 
Alfred Willett. 

Charles Theodore Williams, M.D. 
Francis Willis, M.D. 
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1868 Sir Constantine Holman, M.D. 
Christian G. H. Baumler, M.D. 
James Grey Glover, M.D. 
T. Henry Green, M.D. 
Howard Marsh. 
Charles Prentis. 
Edgcombe Venning. 
John Ford Anderson, M.D. 



1868 George Granville Bantock, M.D. 
George Charles Bright, M.D. 
Frank W. Cooper. 
Julian Evans, M.B. 
Edward Hooper May, M.D. 
William Warwick Wagstaffe. 
William Ogle, M.D. 
James Edward Pollock, M.D. 
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1868 Franz Oppert, M.D. 
William V. Snow, M.D. 
Charles Drage, M.D. 
Frederick Royston Fairbank, 

M.D. 
Michael W. Rice, M.D. 

1869 Leonard William Sedgwick, 

M.D. 

J. Warrington Haward. 

Henry Frederick Augustus Good- 
ridge, M.D. 

OUiver Thomas Duke, M.B. 

1871 Alfred Playne, M.B. 
George Wight, M.B. 
Ebenezer Diver, M.D. 

1872 I. Burney Yeo, M.D. 
Henry Harris, M,D. 
William Pugin Thornton. 
Sir G. Anderson Critchett. 
J. C. J. Fenwick, M.D. 
Andrew S. Myrtle, M.D. 
Sir William Bai-tlett Dalby. 
Thomas Ridge Jones, M.D. 
George Slight, M.D. 

1873 William Julius Mickle, M.D. 
David Lloyd Roberts, M.D. 
George Henry Savage, M.D. 
Edwin Chisholm, M.D. 
Thomas Churton, M.D. 

1874 John Hammond Morgan, C.V.O. 
Edward R. Rowland. 
Claudius Galen Wheelhouse. 
Edward C. Stirling, M.D. 

Sir William Henry Bennett, 
K.C.V.O. 

William Travei-s, M.D. 

William Brown Holderness. 

Andrew Clark. 
1876 Sir Thomas Barlow, Baii., 
K.C.V.O., M.D. 

Sidney Coupland, M.D. 

Clinton T. Dent. 

C. D. B. Hale. 

Edward Liveing, M.D. 

Rickman John Godlee, M.S. 

Arthur Paul Sherwood. 

James Frederic Goodhart, M.D. 

Sir William Richard Gowers, 
M.D., F.R.S. 

William Smith Greenfield, M.D. 

Shirley P. Murphy. 

Herbert W. Page. 

Frederick Taylor, M.D. 
1876 Arthur E. J. Barker. 



1876 Horatio Percy Symonds. 
A. Balmanno Squire. 
David White Finlay, M.D. 

Sir Henry Green way Howse, 

M.S. 
Fumeauz Jordan. 
R. Clement Lucas, B.S. 
George Buckston Browne. 
Arthur Edwin Temple Longhurst, 

M.D. 

1877 Robert Hogai-th Clay, M.D. 
A. Pearce Gould, M.S. 
Henry RadclifEe Crocker, M.D. 
David B. Lees, M.D. 

Sir Isambard Owen, M.D. 

William Ewart, M.D. 

Henry Moms, M.B. 

Henry Ambrose Lediard, M.D. 

Bernard Roth. 

Henry Hugh Clutton. 

Malcolm Alex. Mon*is. 

1878 George P. Field. 
Thomas Warner Lacey. 
Thomas Colcott Fox, M.B. 

Sir Felix Semon, C.V.O. , M.D. 
Henry de Fonmartin, M.D. 
C. H. Golding-Bird, M.B. 
Donald William Charles Hood, 

M.D. 
Loi-d Lister. P.C.. O.M., F.R.S. 
F. de Havilland Hall, M.D. 
William Allen Sturge, M.D. 
William Joseph Tyson, M.D. 
Charles Robert Bell Keetley. 
William Appleton Meredith, 

CM. 
Robert Bridges, M.B., M.A. 
Frederick William Strugnell. 
1879 William Edward Burton. 
James Magill, M.D. 
Edward Markham Skerritt, M.D. 
Henry Wilcox, M.B. 
John Abercrombie, M.D. 
Sir Stephen Mackenzie, M.D. 
William Harrison Cripps. 
Francis Patrick Staples. 
Geo. Courtenay Henderson, M.D. 
Henry Davy. 

Thos. Walter Harropp Garstang. 
Charles W. Mansell Moullin. 
John Reuben Lunn. 
George P. M. Woodward, M.D. 
Robert Peel. 
Frederic S. Dennis, M.D. 
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1880 T. Mark Hovell. 
Wyndham Cottle, M.D. 
Henry Francis Baker. 
Bernard O'Connor, M.D. 

' Charles Edward Beevor, M.D. 

1881 George Henry Makins, C.B. 
Robert William Burnet, M.D. 
James Kingston Fowler, M.D. 
Charles Edward Harrison, M.B. 
Malcolm Macdonald McHardy. 
Bushton Parker. 

Montagu Lubbock, M.D. 
William Pasteur, M.D. 
John Caldwell Uhthoff, M.D. 
Henry Treutham Butlin. 
H. A. Powell, M.A. 

1882 George Eobertson Turner. 
E. Noble Smith. 
Robert William Goldie. 
Frederick Charles Barker, M.D. 
Daniel Colquhoun, M.D. 
Seymour Taylor, M.D. 

Philip Henry Bindley, M.B. 
Edward George Whittle, M.D. 
D. H. Goodsall. 

Frederick Henry Spooner, M.D. 
Frederick Haycraft Berry, M.D. 
Herbert Collier, M.D. 
Samuel West, M.D. 
Emile Emond, M.D. 
Charters James Symonds, M.S. 
Angel Money, M.D. 
C. F. Coxwell, M.B. 
Augustus Joseph Pepper. M.B. 
Harrington Sainsbury, M.D. 
Edwin Francis White. 

1883 Anthony A. Bowlby, C.M.G. 
Percy Edd, M.D. 
William Henry White. M.D. 
Hubert Montague Murray, M.D. 
Robert Fitzroy Benham. 
William Henry Allchin, M.D. 
John Mitchell Bruce, M.D. 
William Arbuthnot Lane, M.S. 
Bemaixl Pitts. 

William Hale White, M.D. 
William Coode Adams, M.B. 
Robert Leamon Bowles, M.D. 
George Henry Jackson. 
Thomas Laurence Bead. 
Frederick Thomas Roberts, M.D. 
Charles Alfred Ballance, M.B., 

M.S. 
John Rostron Woodcock. 



1884 Frederick Willcocks, M.D. 
R. Percy Smith, M.D. 
Edgar Duke. 

John Mackem, M.B. 
Paul M. Chapman, M.D. 
Wilmot Parker Herringham, 

M.D. 
Philip Henry Pye-Smith, M.D., 

F.R.S. 
Charles Stonham, C.M.G. 
Dudley Wilmot Buxton, M.D. 
Edwin Worts. 
Seymour J. Sharkey, M.D. 
John James Pringle, M.B. 
Frederick Lucas fienham, M.D. 
Walter Edmunds, M.C. 
Stephen Paget. 

Lambert Hepenstal Ormsby, M.D. 
Edwin Leonard Adeney, M.D. 
Sir Victor Horeley, F.R.S. 
Henry Carr Maudsley, M.D. 
Bilton Pollard, B.S. 

1885 Frederick Spicer, M.B. 
Herbert Larder. 
James Berry, B.S. 

Fred. Walker Mott, M.D., F.R.S. 

George Newton Htt, M.D. 

W. C. Everley Taylor. 

Sidney Phillips, M.D. 

A. W. Mayo Kobson. 

Thomas Wakley, jun. 

Herbert William Allingham. 

Thomas William Thursfield, M.D. 

Alexander Dalton Murray, M.B. 

Robert Maguire, M.D. 

Robert Alexander Gibbons, M.D. 

Henry Brewer Tait. 

Richard Caton, M.D. 

Arthur Henry Robinson, M.D. 

Edward Sabine Tftit, M.B. 

William Bruce Clarke, M.B. 

Charles Barrett Lockwood. 

Reginald J. Ryle, M.D. 

J. Michell Clarke, M.D. 

Henry George Armstrong. 

Roderick Maclaren, M.D. 

W. Watson Cheyne, C.B.. F.R.S. 

Edward Liveing Fenn, M.D. 

1886 Thomas Dixon Savill,M.D. 
Benjamin Wainewright, M.B. 
Waren Tay. 

William John Penny. 
William Henry Battle. 
James Hardie, M.D, 
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1886 Francis Heniy Hawkins, M.D. 
R Hingrston Fox, M.D. 
John Ward Cousins, M.D. 

T. Pridgin Teale, F.R.S. 
H. Lankester, M.D. 
Arthur T. Da vies, M.D. 
Charles Herbert Thompson, M.D. 
Arthur Quarry Silcock,M.D.,B.S. 
Henry Handford, M.D. 
Alfred Scott. 
Albert Wilson, M.D. 

1887 Archibald K Garrod, M.D. 
H. T. Rutherfoord, M.B. 
Kankai Totsuka. 
Thomas Oliver, M.D. 
Francis George Penrose, M.D. 
Samuel Herbert Haberahon, M.D. 
Oswald Auchinleck Browne, M.D. 
Joseph Ardeme Ormerod, M.D. 
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THE COUNCIL has to report the continued prosperity of 
the Society. 

The number of Ordinary Members now stands at 599. 
Fourteen ;new Members have been elected during the current 
year. 

Sir Thomas Smith, Bart., K.C.V.O., until lately one of the 
Original Ordinary Members, has been elected an Honorary 
Member. 

Thirteen other Ordinary Members have resigned, and the 
Society has to regret the loss of five members through death, 
namely. Sir Henry Thompson, an Original Member and a 
former Vice-President; Mr. George Lawson, an Original 
Member ; Mr. W. J. Walsham, a former Vice-President ; Mr, 
Knowsley Thornton ; and Mr. C. H. Wade. 

The finances of the Society remain in a satisfactory con- 
dition, the receipts again showing a small balance on the 
credit side. 
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I. — A case of Erosive Gastric Ulceration with Severe 
Esematemesis ; Operation; Recovery. By Sir 
Dyce Duckwoeth, M.D., LL.D., and H. T. Butlin, 
D.C.L., F.R.C.S. Bead October 9, 1903. 

EW., aet. 29, a book-stitcher, was admitted to John Ward 
• in St. Bartholomew's Hospital on November 21, 1902, 
suffering from repeated attacks of hsDmatemesis. She was a 
fairly nourished woman, and had been complaining of pain 
occurring soon after taking food for about three weeks before 
admission. This pain lasted for an hour, and was not associ- 
ated with vomiting. After her dinner, which consisted 
mainly of a mutton chop, on the 21st she vomited, and the 
rejected meal was mixed with blood. She came to the 
hospital, but refused to be warded. Later in the day she 
vomited four times, each time bringing up about a teacupful 
of blood. She returned to the hospital and was admitted. 
Eighteen months previously she had suffered from " indiges- 
tion,'' and had been treated as an out-patient for two months. 
There had then been pain after food, but no vomiting. She 
had had no other illnesses. The family history was un- 
important. 

She was manifestly blanched. The temperature on ad- 
mission was 99'4°; her pulse 108, regular, of moderate 
volume, and rather low tension ; the respirations were 30 per 
minute. The thorax was well formed and moved freely. 
The abdomen was not distended, and no viscera were felt. 
There was tenderness at the epigastrium on gentle pressure. 
VOL. xxxvii. 1 
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The catamenia were regular. The urine presented no ab- 
normal characters. There had never been any pyrosis. 

The treatment consisted of rectal feeding by nutrient 
enemata every four hours, the large bowel' being previously 
washed out by a soap enema. Five minims of adrenalin 
chloride (1 in 1000) were given and repeated at intervals, 
and teaspoonfuls of water were given to sip. The bowels 
acted on November 22, a very dark motion being passed. 
There was no nausea or vomiting, and the epigastric tenderness 
subsided. A pint of normal saline solution was given each 
day by rectum after the 23rd, and two ounces of whey were 
given three times a day, increased to four ounces each time 
on the 24th. On the 27th the bowels acted three times. 
The second stool was large and very black. She took four 
ounces of whey every two hours, and four nutrient injections 
were given daily. On the 30th the pulse-rate increased to 
116, and headache was complained of. There was no abdo- 
minal pain or sickness. The amount of whey was decreased 
to two ounces for each feed. Her temperature, which had 
fallen to normal, now rose again to 99 "4°, and there was increas- 
ing pallor. Small quantities of beef essence were given on 
December 1, but these caused nausea and discomfort, and 
were therefore withheld. Some small dark motions were 
passed. On December 3 she vomited twelve ounces of blood 
mixed with watery fluid, bright red in colour. Two hours 
later she vomited ten ounces of similar fluid. Adrenalin 
chloride was again given. 

It appeared certain that a continuous haemorrhage was in 
progress, and Mr. Langton, who had been so good as to see 
the patient with me on the previous evening, now saw her 
again, together with Mr. Butlin, to whose ward the patient 
was presently transferred. 

Continuation by Mr. Butlin. 

On seeing the patient with Sir Dyce Duckworth and Mr. 
Langton, we came to the unanimous conclusion that the 
haemorrhage was probably continuous, and would almost cer- 
tainly prove fatal, unless active measures were taken to arrest 
it. We also felt that the patient, who was still in very fair 
condition to bear an operation, would not be so in the course 
of a few hours if the haemorrhage continued, and that she 
further ran the risk of rapid decline and death if the bleeding 
should become suddenly more severe. It was therefore de- 
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cided to operate at once, in the hope that a bleeding ulcer or 
growth might be found and dealt with successfully. 

Operation (in which I was assisted by Mr. Lockwood). — 
After preparation of the skin, and under a general anaesthetic, 
an incision three and a half inches long was made in the 
middle line, the stomach exposed and drawn up through the 
wound. No induration was felt of any part of its wall. It 
was therefore opened by an incision in its long axis, and its 
interior was examined. Nothing which could be called an 
ulcer was discovered, but in the greater curve, and near the 
pyloric end, the mucous membrane over several square inches 
was of a pale pink colour, apparently from congestion, and 
differed markedly from the rest of the mucous membrane, 
which presented a curious ivory-yellow surface. At various 
points on this pink area were slight excoriations, little 
fissures, and tiny points, and from several of these blood was 
actually oozing. They were not indurated, and, with the 
exception of those which were bleeding, were so trivial and 
so insignificant that they might have been overlooked, or, 
in any case, they might not and perhaps would not have been 
regarded as the source of such severe loss of blood. But 
fortunately I had only a few days previously read Mr. 
Mansell MouUin^s excellent paper in the Clinical Journal 
(vol. xxi, p. 72, November, 1902), so that I not only felt sure 
they were the source of all the haemorrhage when I saw them, 
but I was actually looking out for them. As I thrust each 
one of these unsound places up through the wound in the 
stomach, Mr. Lockwood passed a fine silk (00) thread round 
it so as to enclose and strangle it by means of a purse-string 
suture. Nine places were thus rapidly dealt with, and they 
appeared to be all those which had bled or were likely to 
bleed. The opening in the stomach was closed by a con- 
tinuous silk suture (3) which embraced all three coats, and 
thi9 was buried by several Czerny-Lembert sutures of (00) silk. 
The wound of the abdominal wall was closed by three layers 
of continuous silk sutures, the ends of which were left out at 
oach end of the wound. 

The operation lasted three quarters of an hour, and not 
more than about a drachm of blood was lost from the actual 
incisions, as every vessel was secured, as far as possible, 
before it was divided. 

After the operation the patient, who was in very good 
condition, vomited an ounce and a half. 

On December 5 her pulse was 108 to 120; her temperature 
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101°, but it quickly fell to 99.° In the middle of the morning 
she vomited three ounces of acid green fluid, which did not 
contain any trace of blood. She was fed entirely by the 
bowel, while saline solution (one pint) containing one drachm 
of Liquor Calcis Saccharatus was also administered. From 
this time her progress was uneventful. By January 9 she 
was taking boiled fish, and by the 14th minced meat. On 
February 4 she was sent, quite recovered and looking very 
well, to the convalescent home at Swanley. 

The source of the bleeding in this case was supposed to be 
an ordinary acute ulcer. It was found to be due to what 
is now described as an erosive ulceration. The bleeding 
points appeared as small chaps or fissures in the mucous 
membrane, and each one of these had to be dealt with. Mr. 
Butlin remarked on the similarity of these lesions to those 
sometimes met with on the septum of the nose and, very 
rarely, on the tongue. Such lesions (sometimes called naevoid) 
may and often do bleed profusely, and demand in these 
situations the application of the galvano-cautery, but, as this 
styptic method may be required several times to close the 
vessels, it is inapplicable to the interior of the stomach. This 
erosive condition is believed by Dr. F. J. Smith ^ to be the 
starting-point of most if not of all gastric ulcers. Mr. Mansell 
MouUin t well describes the appearances presented by these 
lesions, and notes the occurrence of linear or stellate fissures 
with soft and swollen edges. The blood oozes from a raw 
granular surface, slightly depressed below the level of the 
rest, and the surface appears as if the upper layers of the 
mucosa had been scraped away. 

These appearances are of particular interest because they 
are only recognisable during life, and they would almost 
certainly fail to be detected post mortem , as in most cases 
some degree of digestion of the membrane has taken place 
after death, and the more characteristic appearances of an 
acute ulcer are not yet assumed. This case, then, affords 
excellent confirmation of Dr. Smith's and Mr. Mansell MouUin's 
observations. 

• Clinical Journal, Nov. 17, 1902, vol. xxi, p. 72. 
t Ibid. 
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II. — A case of Acute Hdemorrhagic Pancreatitis. By 
Anthony Bowlby, C.M.G. Read October 9, 1903. 

THE patient was a man, aet. 41, who had apparently enjoyed 
good health previously, but his past history could not be 
satisfactorily obtained. 

He stated that on November 19, 1902, he was seized 
suddenly with abdominal pain and vomiting. 

The next day the pain continued, and he suffered much 
from flatulence. The bowels did not act. 

On November 21st he was admitted to St. Bartholomew's 
Hospital under the care of Mr. Howard Marsh. He then 
complained of severe abdominal pain and a feeling of disten- 
sion. The bowels had not acted since the 19th, in spite 
of purgatives and enemata. His temperature was 97*6° ; 
pulse 80; respirations short and rather jerky, 24 to the 
minute. The abdomen was slightly distended, and generally 
tender everywhere. Examination jper rectum revealed nothing. 
He was sick several times in the afternoon, but merely vomited 
the contents of the stomach. An enema resulted in a 
copious action, and later on the bowels were again emptied. 
He had a restless night, and next morning, at about 5 p.m., 
became delirious and wandering. His temperature also rose 
to 100°. The urine was very scanty, only two ounces being 
passed in the first twelve hours he was in hospital. 

During November 22, being the third day of his illness, 
he became more quiet mentally. The bowels acted, and the 
distension of the abdomen passed away. He still continued 
to be sick at intervals, but the vomit was merely the contents 
of the stomach. 

The next two days were uneventful, but the man was not 
improving. He continued to pass very little urine, about 
sixteen ounces in twenty-four hours, and was still sick at 
intervals. The mental disturbance continued, and he had 
many delusions, with occasional attacks of violent delirium, 
but there was no evident pain or tenderness. 

On November 25, the sixth day of his illness, violent 
retching set in with a return of severe abdominal pain, and 
the urine became still more scanty, only four ounces being 
secreted in twelve hours. 

The next day, which was the seventh day of his illness. 
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he was seen by Dr. Gee and transferred to a medical ward, 
being very much better in every way. On the following 
night, however, all the symptoms returned with increased 
intensity, and the abdomen became rapidly distended. The 
patient was again quite delirious. 

On the 27th the distension had further increased, sickness 
and retching were continuous, and there was no passage of 
flatus. The patient had become desperately ill, and Mr. Marsh 
and Dr. Gee decided that, as there might be some cause of 
obstruction which operation might relieve, the abdomen should 
be opened at once, and, as Mr. Marsh was prevented from 
staying at the hospital, this operation was done by myself. 

I found some blood-stained fluid in the abdomen, and 
some general distension of all the intestine, together with 
recent general early peritonitis. There were also a good 
many old peritoneal adhesions, but at no place was there any 
strangulation. The great distension of the bowels made 
manipulation difiicult, but no tumour could be felt. A coil 
of the ileum was opened in the left groin and sutured to the 
skin. The operation gave no material relief, and the patient 
gradually sank, and died the same evening. 

A 'post-mortem examination showed a large extravasation 
of blood enveloping the pancreas and extending down as far 
as the iliac fossa. The pancreas itself was immensely 
swollen and full of extravasated blood and clot. There 
was a little fat necrosis in the transverse mesocolon, but the 
great omentum was not affected. The liver was fatty, but 
the other viscera were normal. 

In this case, as in many others of pancr^eatitis, the diagnosis 
was not made, and the distension due to a secondary perito- 
nitis suggested that after all the patient was suffering from 
some mechanical obstruction of the intestines. 

There are several points deserving attention. In the first 
place, the delirium and the hallucinations constituted a very 
unusual condition, and also materially obscured the diagnosis, 
for they quite prevented any assistance being obtained from 
the patient himself, his answers to questions being altogether 
misleading. The very marked suppression of urine was a 
striking feature, and one not usually observed in this disease ; 
whilst the quiet pulse and normal temperature in the early 
days of the attack did not seem compatible with acute 
pancreatitis. There was also a notable absence of any abdo- 
minal tumour or of special pain or tenderness in the pancreatic 
region, and although there were severe sickness and retching, 
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there was no definite obstruction until, on about the eighth 
day, peritonitis supervened. 

The man was of about the age at which pancreatitis ap- 
pears to be most common, and he was stoutly built. There 
was in him no history of previous gastric or intestinal catarrh, 
nor had he suffered from gall-stones as have some other 
patients. The only instance of previous abdominal trouble 
was to be found in the peritoneal adhesions encountered at 
the operation, and on the whole he was a sound man. 
Nothing in his kidneys explained the scanty and almost 
suppressed urine. 

I am afraid that this case does not throw much additional 
light on a very obscure disease, but it is only by recording 
cases in which unusual symptoms are noted that fresh facts 
are obtained on which to base further investigation. It is 
also to be remembered that although intestinal obstruction is 
often simulated by acute pancreatitis, this simulation is most 
commonly met with and is most marked at the very onset of 
the illness. In the case under consideration the obstruction 
which called for operation evidently resulted from a secondary 
peritonitis, but at the onset there were the usual violent and 
sudden pain and vomiting, followed by collapse, which so 
often ushers in acute pancreatitis, and simulates strangula- 
tion of bowel. Although this mode of onset has been 
now frequently described, I think that even now it is hardly 
sufficiently recognised, and even if recognised it is at present 
in no way explained. Inflammation does not commence in 
this sudden and violent way in even its most acute forms, 
and although, as its name implies, " pancreatitis " is supposed 
to be an inflammatory lesion, I am much inclined to doubt 
whether it is really inflammatory in its origin. At one time, 
indeed, I was tempted to think it might be due to embolism 
of the main pancreatic artery with secondary effusion of 
blood, but I have not been able to find any evidence in 
support of this theory, and have therefore abandoned it. 
What the pathology of pancreatitis may be is a matter for 
the future, but in the meantime I think we are gradually 
acquiring more knowledge of its clinical features, and are 
consequently better able to recognise it when we meet with 
typical cases. 
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III. — A case of Hmmorrhdgic Pancreatitis. By Feedk. 
Taylor, M.D. Read October 9, 1903. 

JAMES B., aet. 68, a fishmonger, was admitted into Guy^s 
Hospital on February 3, 1899 ; he was at first under Dr. 
Pittas care and subsequently under my own. 

He was in a public-house in Billingsgate, and ordered 
some rum. He filled up his glass from a bottle on the 
counter and drank the whole. This bottle was said after- 
wards to contain oxalic acid of unknown strength. He was 
immediately given salt and water and vomited freely; he 
was then brought up to the hospital, when 30 grains of 
sulphate of zinc was given, and after free vomiting half an 
ounce of chalk and water. 

When he first arrived at the hospital he did not seem to 
be much affected by the poison, but after about twenty 
minutes his pulse became weak and rapid, 130, and he was 
very tremulous and rather blue. He was sent into the ward, 
and some brandy was subcutaneously injected. R Liq. 
Calcis Saccharati 5iv, Aquam ad ^i], to be taken twice 
hourly. 

He was fed on gruel and milk. He soon became warmer, 
his pulse improved, and by night he seemed to have recovered, 
except for some soreness in the epigastrium. The mouth and 
lips were a little excoriated, and there was some glossitis 
(believed to be chronic). 

The cardiac sounds were very faint, but free from mur- 
murs j the lungs were emphysematous with a few rhonchi ; 
the urine was normal and free from albumen. 

On February 4 he appeared to be quite well, and left at 
his own urgent request. He went by train to Netting Hill, 
and arrived home in a very feeble condition. He went to 
bed, and remained there during February 5 and the morning 
of the 6th, with a bad appetite, difficulty of breathing, and 
much cough. In the afternoon he returned to the hospital. 
On admission his face was pinched and somewhat cyanosed ; 
the pulse was small, 110; he was breathing rapidly, 32, and 
was very cold and feeble. 

The condition of the lungs appeared unaltered. The 
impulse of the heart could not be felt or seen; the heart- 
sounds were feeble and best heard in the fifth space in the 
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nipple-line. All soreness of the inoiith and pain in the 
epigastrium had disappeared, and there was no pain on 
swallowing. The urine showed a trace of albumen, and had 
a specific gravity of 1010. 

He was tremulous, but no other sign was obvious in the 
neuro-muscular apparatus. 

He was ordered Tincture of Strophanthus, Liq. Strychninae, 
Barium Chloride, and Tincture of Serpentary. 

Rales and rhonchi became marked in both lungs; his 
appetite was bad, and he even refused food, and was very 
despondent about himself. 

During the first week the temperature ranged between 
99° and 101°, occasionally rising to 102°, the pulse from 104 
to 120, and the respirations from 28 to 40. 

On February 11 some rales were heard in the right axilla 
and below the right nipple. That evening he became more 
cyanosed, and was breathing very badly. He was bled to 
ten ounces, with some improvement in his colour, breathing, 
and pulse ; and he passed a better night. 

During the next three days he became steadily worse. 
The pulse was that of an unfilled artery, the respiration was 
laboured, and the rales persisted. He was very weak and 
very despondent about himself, but took nourishment well. 
The temperature had been somewhat lower, and on February 
16 it was normal. But he continued to get feebler, with 
failing pulse, feebler respiration and vesicular murmur, a 
normal or subnormal temperature, and on February 23, 
without any further physical sign or local manifestation, he 
died. The epigastric region was frequently examined, but 
there was no tenderness over the stomach nor any other sign 
of serious abdominal lesion. On February 14 and 15 albumen 
was absent from the urine. 

The post-mortem results were as follows : 

There was recent pleurisy over both lungs in front and 
over the left lung behind. Both lungs were markedly 
emphysematous ; they were also oedematous, and the bronchial 
tubes contained pus. 

There was slight atheroma of the aorta, and slight 
thickening of the mitral valve. The other valves, the coro- 
nary arteries, and the cardiac muscle were healthy. 

About ten ounces of recent blood-clot were found in the 
substance of the great omentum, shut off from the peritoneal 
cavity. In the posterior part of the mass was the pancreas. 
This organ was in a state of interstitial haemorrhagic pan- 
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creatitis, being enlarged, hard, and infiltrated with blood. 
There was no peritonitis and no fat necrosis. The kidneys 
were slightly granular, with thin cortex, thickened arteries, 
and a few cysts. The spleen was the subject of old cap- 
sulitis. 

RemarJcs, — I have ventured to record the above case as a 
contribution to the subject of diseases of the pancreas ; but 
it may perhaps be admitted that the exact sequence of events 
is not entirely clear, and the bearing of the case may have to 
be left open until it can be compared with other similar 
cases. It may be considered under the following heads : 

The nature of the lesion^ — It is to be regretted that no 
histological examination has been recorded, so that it might 
be doubted even whether it was really a case of haemorrhagic 
pancreatitis, or only one of haemorrhage into the pancreas 
without inflammation. 

The patient for some time before death was suffering 
from emphysema of the lungs and purulent bronchitis ; that 
is, a thoracic condition which would lead to retardation of 
blood in the abdominal circulation, and to that extent would 
favour a haemorrhage into the pancreas. And diseases of the 
heart and lungs are conditions predisposing to pancreatic 
haemorrhage. Moreover, there was no fat necrosis, a condition 
which has so often been described in cases of pancreatitis, 
and is much more often absent where haemorrhage occurs 
alone. But Dr. W. N. East, who made the post-mortem 
examination, came to the conclusion, from the altered size 
and texture of the gland, that it was really inflamed. 

Duration of the illness. — This amounted to twenty days, 
and I think it must be regarded as one continuous illness. 
It is true that he insisted on leaving the hospital the day 
after his first admission, having apparently recovered from 
the immediate effects of the poison; but he even then had 
bronchitis. He arrived home in a very feeble condition, took 
to his bed at once, and returned to the hospital two days 
later. 

On his re-admission the gastro-intestinal symptoms had 
disappeared and his chief troubles were on the side of the 
respiratory system. From this time till his death the same 
features were observed, with the addition of a gradually 
increasing collapse. This long duration of the case is very 
different from what has been recorded in so many cases, 
where a fatal result has ensued in three, four, or five days. 
Some cases, however, in which a laparotomy has been per- 
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formed have afterwards recovered, so that in this case it 
may be considered that the prolongation was due to a less 
severe lesion than in most other cases, but that the failure of 
the respiratory organs contributed to the fatal termination in 
a patient of rather advanced years. 

The relation to the oxalic-acid 'poisoning, — This is another 
difficulty in the case. The onset of his illness appeared to 
be determined by the accidental mixture of a solution of 
oxalic acid with the rum he ordered at the bar of a public- 
house. 

It seems incredible that a publican should be so careless 
of his goods as to leave a solution of oxalic acid within reach 
of his customers; but that some corrosive poisoning was 
ingested seems to be shown by the condition of his lips on 
admission. On the other hand, it could not have been much ; 
the action of oxalic acid in quantity is very prompt, and it is 
expressly stated that on admission into the hospital he did 
not seem to be much affected by the poison, but that he 
became collapsed afterwards. It is of course conceivable 
that the ingestion of a rather mild dose of oxalic acid almost 
coincided with the natural and spontaneous onset of a haemor- 
rhagic or inflammatory lesion of the pancreas. A cursory 
glance at text-books on forensic medicine does not show me 
that the pancreas is known to be affected by oxalic-acid 
poisoning ; and it is, I think, much more reasonable to suppose 
that the effects of the poison, being in very dilute solution, 
quickly passed off, and that the pancreatic lesion began to 
come into operation within twelve hours after it. 

Latency of later symptoms, — This is not a greater difficulty 
than others discussed above. Pancreatic haemorrhage at any 
rate has been found post mortem without corresponding sym- 
ptoms, and if we remember that the final symptoms were 
those of a severe emphysema or purulent bronchitis, it can be 
understood that some local abdominal sensations might have 
been disregarded by him ; and the examinations which were 
made in view of the poison ingested were quite negative. 
In the absence of such symptoms there was nothing to direct 
attention to the pancreas, and the failure to recognise a lesion 
of this organ before death is in part explained. 
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IV. — Case of Myositis Fibi^osa^ with pathological exa- 
mination. By Fredeeick E. Batten, M.D. Bead 
November 13, 1903. 

THE following case is one which should have been shown 
at this Society daring the last session. Unfortunately 
the patient was taken seriously ill before the meeting of the 
Society and died some few days later. 

The case was clinically one of myositis fibrosa, and the 
pathological examination has confirmed that diagnosis. The 
number of such cases reported clinically is small, and those 
in which a pathological examination has been made is limited 
to two or three cases, and in these a portion of the muscle 
had been removed during life. I have been unable to find 
the exact counterpart of this case either clinically or patho- 
logically. In the Transactions of this Society a description 
of no such case exists. 

I propose therefore to give, firstly , a description of the 
clinical aspect of the case; secondly , a decription of the 
pathological conditions found; and thirdly, to discuss the 
morbid anatomy and pathology. * 

Gr. W., aet. 6, was the second of five children, all the 
others being healthy. The mother and father were healthy 
and were not blood relations. The mother had had no mis- 
carriages. 

The mother stated that the boy had been well till nine 
months old. She then noticed that the back was growing 
out and the legs were drawn up. The child was taken to 
the Children's Hospital, Great Ormond Street, when two years 
old, but the child was not admitted, and no note of its con- 
dition at that time is obtainable. The condition had slowly 
and steadilj^ progressed, the child becoming more bent and 
the legs more flexed. 

There had been no acute onset of the disease, and the 
child suffered no pain. The child was first seen by my 
colleague, Mr. Horace Collier, and his assistant, Mr. Howard, 
who kindly transferred the case to my care. The boy was 
poorly nourished and thin. He sat up in bed with the legs 
flexed, the back curved, and the head flexed on the chest 
with the face turned towards the left, owing to the contraction 
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of the right sterno-mastoid muscle (PI. I, fig. 1). The arms 
were flexed and held close to the trunk. 

The boy was fairly intelligent; he took notice of his 
surroundings, and could talk. He was clean in his habits. 
The right side of the face appeared larger than the left, and 
there was marked asymmetry. 

All movements of the face and lips were well performed. 
The eyes moved well in all directions, and the pupils reacted 
to light, and the fundus was normal. The tongue was well 
protruded. The boy experienced no difficulty in mastication 
or in deglutition. The head was drawn down on the right 
side by the contraction of the right sterno-mastoid muscle, 
which was so shortened that it measured less than three 
inches. Owing to this contraction the bodies of the vertebrae 
protruded on the left side and formed a hard tumour. The 
left sterno-mastoid was not contracted. 

The spine was fixed in a curved position and could not be 
straightened. There was no lateral curvature except that 
produced by the contraction of the right sterno-mastoid muscle. 
The abdominal muscles were extremely hard and contracted 
and shortened to such a degree that the total length between 
the epigastrium and pubes was three inches ; the right abdo- 
minal rectus muscle appeared somewhat shorter than the left, 
and the edges of the muscle could be felt as a hard cord-like 
structure. The lateral muscle of the abdomen did not appear 
to be affected. 

The arms could not be fully abducted from the thorax, 
owing to the shortening of the pectoral muscle. The elbow 
could not be fully extended, owing to the shortening of the 
biceps, but both the shoulder- and elbow- joints could be freely 
moved within a certain limited range. The arms could be 
moved at the elbow-joints, and no resistance occurred until 
the forearm came beyond an angle of 135° with the upper 
arm, and then it was suddenly checked from further extension. 
The abrupt check in passive movements of the limbs was 
present not only in the arms, but also in the legs. The. 
movements of the wrist and fingers were free. 

The legs were flexed on the abdomen and flexed at the 
knee, and could not be extended beyond a little more than a 
right angle. The feet and toes could be moved well. The 
great toes were shorter than the second and third and fourth 
toes. The muscles were all small and flrm, but none except 
the right sterno-mastoid had the extreme hardness of the 
abdominal muscles. The boy moved as a whole ; if the legs 
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were pulled upon the boy was brought into a sitting position. 
The joints were unaffected. No ossification of muscles could 
be detected. No disease could be detected in the visceral 
organs. 

Sensation was normal. 

The knee-jerks were obtained with some difficulty and 
were equal. The plantar reflexes gave flexor responses. 

Electrical reaction, — All the muscles of the legs and arms 
contracted well to a weak f aradic current ; the left sterno- 
mastoid contracted well, but the right gave no contraction. 
The galvanic reactions were normal in the leg muscles, which 
were alone tested by this current. The boy was on one occa- 
sion placed under chloroform, but no relaxation of the con- 
tracted muscles took place. 

No alteration occurred in the child^s condition from this 
time, November, 1902, until death, which took place on April 
26th, 1903. 

At the autopsy, performed twenty-four hours after death, 
the body remained in the same flexed position which it had 
assumed during life. The abdominal muscles retained their 
hardness, and there was no relaxation. The arms and legs 
could be freely moved for a certain distance, but were then 
brought up sharp by the contracted muscle and tendon. 

Muacles. — The recti abdominis muscles were very short, 
measuring less than three inches in length. The right, on 
section, was composed almost entirely of fibrous tissue of the 
hardness of cartilage, which, when cut, grated under the 
knife like tendon. The left rectus was very similar to the 
right, but the condition was not quite so marked. Some few 
muscle-bundles could be seen in both muscles. The ten- 
dinous intersection of the rectus abdominis muscles could be 
easily recognised, and section through them showed no 
muscle-fibres. Section through the muscle midway between 
the tendinous insertions showed that at least half the muscle 
was occupied by tendon and the remainder by muscle and 
fat. The right sterno-mastoid was extremely contracted, and 
was composed, so far as the naked eye could see, only of 
dense fibrous tissue. The left sterno-mastoid was a thin 
red muscle presenting a normal appearance. The pectoral 
muscles were thin and pale, but showed no obvious fibrous 
change to the naked eye. The biceps muscles of the arms 
were normal-looking muscles, but rather paler than natural. 
The psoas and iliacus muscles were pale, but not obviously 
abnormal, although extension of the legs very soon puts them 
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on the stretch, showing that they were contracted. Nothing 
obviously wrong could be seen in the biceps of the legs — the 
semitendinosus, — the extensor quadriceps, or in the muscles 
of the back. The biceps muscle of the leg floatecl when 
placed into Miiller's fluid, owing presumably to the amount 
of fat which was present in that muscle. 

Bones, — ^No alteration could be detected in the bones of 
the body except the skull, which was somewhat smaller on 
the right side than the left, and there was marked thinning 
of the bone on that side. The vertebral column could not 
be completely straightened even when the recti abdominis 
muscles were divided, although this procedure allowed of 
considerable extension. No abnormality could be detected 
in the joints nor in the bodies of the vertebrae. 

Brain, — The surface of the brain, the membrane, and 
convolutions showed nothing abnormal. The sinuses were 
natural. 

The spinal cord was well formed, and of good size. The 
peripheral nerves were natural in appearance. 

Lungs, — There were a few fine adhesions over the left 
pleura, and almost complete collapse of the middle and lower 
lobe of the right lung. There were some ecchymoses over 
the left pleura. 

Heart, — Pew ecchymoses over the surface of the heart. 
The muscular substance of the heart wall appeared normal. 
The valves were natural. 

Ahdovien, — The liver was pale, but not fatty. The spleen 
and kidney were natural. The stomach and intestines showed 
nothing abnormal. 

Microscopical examination, — ^The brain, spinal cord, and 
peripheral nerves were examined by the Marchi, Nissl, 
Weigert-Pal, and van Gieson methods. Nothing abnormal 
could be detected in any portion of the nervous system by 
any of these methods. The cells of the anterior horns were 
possibly rather more pigmented than is normal in cord of a 
child of this age, but they showed no diminution in size or 
number. 

The pathological examination of the nervous system was 
most kindly carried out for me by my friend. Dr. Farquhar 
Buzzard. 

Examination of the muscles and the nerves within the 
muscles, — The following muscles were examined microscopi- 
cally: — The right and left sterno^mastoid, the right and 
left recti abdominis, the right and left biceps of the arms 
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the right quadriceps extensor, the left complexus, the left 
supinator longus, and the biceps of the left leg. 

The muscles were examined by the Marchi, Weigert-Pal, 
and van Grieson methods, and were cut both in longitudinal 
and transverse section. 

It will be unnecessary to describe the pathological changes 
in detail in each muscle, but the following four muscles, 
which may be taken as representing the changes occurring in 
all the muscles, will be fully described, viz. (1) left sterno- 
mastoid ; (2) biceps of arm ; (3) right rectus abdominis ; (4) 
right sterno-mastoid. 

The left sterno-mastoid. — Transverse section of this muscle 
stained by Marchi method did not show any excess of the 
interstitial fat above that present in the normal muscle. 
The muscle-fibres were fairly uniform in size, varying from 
about '03 mm. to '05 mm. (normal child '03 to '04 mm). The 
fibres were separated from one another by a small amount of 
interstitial tissue. The muscle-fibres themselves were for the 
most part round in shape, and many of them showed fine 
fatty degeneration. 

Sections stained by the Weigert-Pal method for the 
demonstration of the nerves showed a fair number of nerve- 
bundles in transverse and longitudinal section which were 
well stained, and exhibited no abnormality. 

Sections of the left sterno-mastoid stained by van Gieson 
method showed an increase of the interstitial tissue between 
the muscle-fibre, with numerous nuclei. The muscle-fibres 
were normal in appearance, and the normal transverse striation 
was present. The muscle-spindles were normal, and the 
intrafusal muscle-fibres were of natural size. The nerves to 
the spindles were well stained, and appeared perfectly 
normal. 

The left biceps muscle of the arm. — The biceps muscle 
showed more change than the left sterno-mastoid ; there was 
considerably more of interstitial tissue between the individual 
muscle-fibres, and the amount of interstitial fat was also con- 
siderable. The muscle-fibres which remained were large and 
well formed, and well striated. The muscle-fibres measured 
from '05 mm. to 1 mm. in diameter (normal child '03 to 
0*4 mm.). The muscle-spindles were normal. The transverse 
striation of the muscle-fibre was normal, and no longitudinal 
striation was present (PI. II, fig. 2). 

Section stained by the Marchi method showed some fine 
fatty change within a certain number of the muscle-fibres. 



Dr. Batten^s Case of Myositis Fibrosa. 17 

Right rectus abdominis, — In section through the belly of 
the muscle it was seen that fully one half of the muscle was 
replaced by a dense mass of fibrous tissue, which resembled 
tendon in appearance. The dense tendinous mass was 
gathered up into two large rounded bundles (see PI. II, fig. 1). 
On microscopical examination the tendinous portion was seen 
to be composed of dense fibrous tissue, with scattered, 
elongated nuclei. This tendinous portion was arranged in 
oval or rounded bundles, and not in flat bands such as occur 
in the normal muscles. 

In close proximity to the tendinous masses are seen the 
muscle-fibres, surrounded and separated from one another by 
a considerable quantity of interstitial tissue. At no point 
could a transition between fibrous tissue and tendon be seen. 
The muscular portion of this muscle closely resembled that 
seen in the biceps muscle, although the amount of interstitial 
fat was considerably less than in the former muscle (PI. II,. 
fig. 2). 

The rigid sterno-mastoid muscle. — ^The whole of this muscle, 
from origin to insertion, was replaced by dense tendinous 
tissue. In sections made through the belly of the muscle a 
small band of muscular tissue could be seen lying on the 
outer side of the tendinous tissue. In sections made near the 
origin and insertion of the muscles no muscular tissue could 
be found. The muscle-fibres which remain were atrophied, 
measuring '01 to '03 mm. in diameter, and were separated 
from one another by connective tissue and interstitial fat. 
At no point was there any tendency for the muscle to undergo 
ossification. 

With regard to the other muscles examined, the left rectus 
abdominis presented a condition very similar to that described 
in the right rectus. The right biceps of arm closely resembled 
the left. The quadriceps extensor showed considerable fibrosis 
and interstitial fat, but no increase, either actual or relative, 
of the tendinous structure. The biceps of the leg contained 
a large amount of interstitial fat. The left supinator longus 
and the complexus muscle were not much afiEected. 

In the description of the four muscles here given it will be 
noted that whereas in the left sterno-mastoid but little change 
was to be found, in the right there was profound alteration, 
so that the whole muscle, from its origin to insertion, was 
replaced by tendon ; between these two extremes come all 
the other muscles examined, and two have been chosen, viz. 
the biceps of the arm and the abdominal rectus, to illustrate 
VOL. xxxvii. 2 
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the intermediate condition. The biceps exhibited a great 
increase of interstitial tissue between the muscle-fibres and a 
large amount of interstitial fat, but neither at the belly of 
the muscle nor at the tendinous end could it be asserted that 
there was any undue increase of the tendinous material. 
There* was an interstitial fibrosis, but not an increased 
tendinous formation. 

With regard to the rectus abdominis, however, fully one 
half of its substance was occupied by dense tendinous 
material, and the remaining half by muscle, with a consider- 
able amount of interstitial fibrous tissue and fat. The only 
muscles in the body which exhibited an apparent increase of 
tendiuous material were the right sterno-mastoid and both 
recti abdominis; nearly all the other muscles examined showed 
an increased interstitial fibrosis, but at no point could it be 
shown that this fibrous tissue became converted into tendinous 
tissue. 

Pathology, — The cause of the disease is obscure ; there was 
no evidence pointing to injury at birth or subsequently; there 
was no history of acute illness, consanguinity of parents, 
syphilis, or rheumatism. The gradual onset, the slow progress 
of the disease, the fixed position which the trunk and the 
limbs gradually assumed form a clinical picture which bears 
a striking resemblance to myositis ossificans. 

One further point in favour of the condition being allied 
to myositis ossificans was the fact that the great toes were 
shorter than the second, third, and fourth toes. The com- 
plete absence of any bony formation in the muscles does not 
allow of the case being regarded as one of myositis ossificans. 

In comparing the muscles in this condition with that 
found in pseudo-hypertrophic paralysis, one is struck by the 
fact that there is a close pathological similarity between the 
two conditions, with this notable exception, viz. that in the 
muscles of pseudo-hypertrophic paralysis there is no muscle 
in which the tendinous tissue predominates as it does in some 
muscles of the present case. 

The condition of muscle differs considerably from that 
found in infantile paralysis, for in that disease the fibrosis is 
much more complete in certain portions of the muscle, while 
in other portions the muscle-fibres are perfectly normal, and 
do not show any interstitial fibrosis. 

If the sterno-mastoid muscle be compared with the con- 
dition of muscle found in congenital contraction of the sterno- 
mastoid, it will be seen that whereas in the present case the 
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whole muscle was converted into tendon, in congenital con- 
traction of the sterno-mastoid there was a general fibrosis of 
the muscle in which isolated muscle-fibres could be seen. 

Two chief points seem to present themselves for discussion : 
firstly, is there an actual increased growth of the tendinous 
structure in the muscles involved ? secondly, is the tendinous 
structure only relatively increased in relation to the muscle, 
owing to the interstitial fibrosis and subsequent contraction 
and destruction of the muscle-fibres ? 

With regard to the first point there does not seem to be 
any evidence that tendon tissue ever proliferates or replaces 
muscular tissue. Mr. Shattock has, however, pointed out to 
me that some muscles in certain animals are occasionally re- 
placed by tendon. There would seem to be, however, no 
reason why, from some constitutional abnormality of the 
individual, the tendency to tendon formation should not occur, 
just as the tendency to ossification occurs in myositis ossificans. 
In the present case, however, it is difficult to see why the 
tendon formation should occur only in three muscles, while 
the general fibrosis afPects nearly all the muscles of the body. 

The more reasonable explanation would certainly seem to 
be that which is suggested under the second heading, viz. 
that the tendinous structure in the muscle is only relatively 
increased to the size of the muscle x)wing to the extreme 
shortening which the right sterno-mastoid and the abdominal 
recti have undergone. 

Myositis fibrosa as a primary disease, — The clinical picture 
of " myositis fibrosa " drawn by Lorenz is shortly as follows : 

Myositis fibrosa starts as a subacute inflammation of 
muscles and produces a chronic myositis. It may affect one 
muscle or group of muscles, and the development of the 
disease lasts many months. The lower extremities are most 
frequently affected, but in the case described by Janicke the 
disease started in the sterno-mastoid muscle, spread to neck, 
back, and intercostal muscles, and later to the abdominal 
muscles. 

The general condition of the patient is but little disturbed, 
and there is no fever. 

Some patients have sharp pain in the affected muscles, 
and this compels them to keep in bed. After a short time 
rigidity of the affected limbs occurs, which become typically 
contracted, the flexor muscles being especially affected. 

In some cases the affected muscles become swollen, and 
develop slowly into a hard solid tumour which involves the 
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skin and surrounding tissue. The skin is often thickened 
and pigmented brown. ' In other cases the muscle feels like 
a hard tendinous band. 

The electrical irritability is markedly affected, and in 
some cases there is complete loss of f aradic irritability. 

The pathology of the condition is given as follows, and is 
derived from cases in which a muscle has been excised. 

Macroscopically the mi^scle is found to consist of a tissue, 
which, when cut, grates the knife, and in the most marked 
stage of the disease exhibits white, hard surface on section. 

In the less affected portion the tissue appears spotty, for 
in the white substance are remains of muscular tissue in the 
shape of reddish-yellow points. 

On microscopical examination the specimens show an in- 
crease of the interstitial tissue between the muscle-fibres. 

The muscle-fibres have in part undergone granular de- 
generation, in part simple atrophy ; the transverse striatic a 
has disappeared, while the longitudinal striation is marked. 

The most severely affected portion of the muscle was 
almost entirely composed of tendinous tissue, in which a few 
atrophied muscle-fibres were to be recognised (Linden and 
Hackenbruch) . 

The published cases of myositis fibrosa bear but a very 
superficial likeness to the clinical features of the present case, 
but as both the following resemble the present case in some 
points it may be well to quote them. 

Janicke's case of myositis interstitialis, — K. B., three years 
old, first had swelling of left sterno-mastoid. Fourteen days 
later swelling appeared in left trapezius, the latissimus dorsi, 
intercostals, and erector spinas, and later still in both pectoral 
muscles and the right sterno-mastoid. 

Three months later the muscles of the upper arm were 
affected, but by this time the other muscles had improved. 
The right trapezius was then affected for a second time. 

Cultures were made from these muscles but with negative 
results. 

Portion of the muscles excised showed swelling of fibres, 
atrophy and granular degeneration of others, — loss of trans- 
verse striation and marked longitudinal striation, i. e, a 
degenerative process of the muscle parenchyma, but the 
interstitial tissue was also affected. The muscle bundles 
were separated from one another by broad bands of solid 
connective tissue, resembling a hard nucleated fibroma, but 
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a true cell infiltration could not be seen. The symptoms 
disappeared under treatment. 

The second case is published by Lindner, and is of especial 
interest owing to its pathological examination. In a paper, 
" XJeber Myositis/^ he describes a case of a woman aged fifty- 
three who had painful swelling in the left lower extremity. 
For ten years previous she had had some weakness in the 
extremity and pain, which was worse at night. For two years 
the patient had been bedridden. When first seen the whole 
of the left leg from the knee to the ankle was thickened, 
very hard, and gave the impression that the bones of the 
lower leg were surrounded by tumour. The skin was adhered 
to the subcutaneous tissue, infiltrated, and the veins were 
dilated. The limb was not tender on pressure, but the patient 
complained of great pain. Incisions were made into the leg, 
and portions of the calf muscle removed. The tissue removed 
was very hard, grated under the knife, and in the part which 
had undergone most change, viz. the peronei muscle, was 
almost white with only pale red spots and lines. In the less 
affected areas the muscles had simply a spotty appearance. 

The microscopical examination showed in the portion of 
the muscle excised almost only tendinous connective tissue, 
in which could be recognised only a few atrophied muscle- 
fibres, while in tlie gastrocnemius muscle there were muscle 
bundles separated by broad bands of connective tissue, which 
also passed between the individual muscle fibres and sepa- 
rated them. The muscle fibres were atrophied and for the 
most part had lost their structure, but the longitudinal stria- 
tion was marked. 

The number of nuclei between the fibres seemed to be 
increased, but this was probably accounted for by the con- 
traction of the tissue. 

The patient did not improve. The pain was explained by 
the view that the nerves were involved in the fibrous tissue 
produced. 

In one case published by Gies, and in one by Kreiss, the 
patients recovered under massage and electricity. 

The presence of this tendinous material in the muscle 
closely resembles the pathological condition found in the 
present case. 

Summary. — A boy, the second of five children, was 
healthy till nine months old, when the mother noticed that 
the back became curved and the legs drawn up. The con- 
dition steadily progressed, so that at six years old he was 
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rigidly fixed in a flexed position, the right sterno-mastoid 
being greatly contracted. No evidence of disease of the 
nervous system could be detected. The boy died when six 
years old. 

Post-mortem examination showed extensive contraction of 
muscles, especially the right sterno-mastoid and the recti 
abdominis, and these muscles were of cartilaginous hardness. 

Microscopical examination revealed a general interstitial 
fibrosis of all muscles examined. The right sterno-mastoid 
was almost wholly, and the right and left recti abdominis 
were to half their bulk, composed of tendon. The case is 
regarded as one of primary fibrous myositis, and closely 
related to myositis ossificans. 

The increase of tendon in the muscle is regarded as 
relative only, and due to the extensive contraction which has 
taken place in the muscle. 
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PLATE I. 
Illustrating Dr. Frederick E. Batten's Case of Myositis Fibrosa. 

Photograph of a hoy with myositis fibrosa. — The photograph shows the 
position in which the boy habitually sat. 

The back was curved and could not straighten ; the arms and the legs 
were flexed and could not be fully extended. The head was drawn down to 
the right side owing to the contraction of the right sterno-mastoid muscle. 
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PLATE II. 
Illustrating Dr. Frederick E. Batten's Case of Myositis Fibrosa. 

Fig. 1. — A drawing of a microscopical specimen of a transverse section of 
the right rectus abdominis muscle. The drawing is a reproduction in 
colour of a specimen stained by van Giesson's method, and shows a large 
amount of tendinous tissue (a) occupying the substance of the muscle. 
This tendinous material extends the whole length of the muscle from origin 
to insertion. 

In the field are seen normal muscle-fibres (h), somewhat separated from 
one another by the increase of connective tissue (c). A considerable in- 
crease in the interstitial fat (d) is also to be noted. 

Below and to the left of the above reproduction is a smaller drawing (e) 
representing the actual size of the rectus abdominis in transverse section. 
The portion surrounded with a dark line indicates the portion of the muscle 
which was occupied by tendon. 

Fig. 2. — A drawing of a microscopical specimen of a transverse section of 
the left biceps of the arm stained by van Giesson's method. 

The specimen shows irregular-sized muscle-fibres (a) surrounded by a 
considerable amount of connective tissue (b). 

In the section of the muscle there is also a very considerable amount of 
fat (c). 

No increase of the tendinous material can be found in the specimen. 
The pathological condition in this muscle was simply an interstitial 
fibrosis. 



Clin. Soc. Trans., Vol XXXVII., PI. II. 



H LWl Ot Sail 4 iMKtMum. Ltd. 



• « 



« *■ 



Dr. Pitt's Case of Coma with Measles in an Adult, 23 



V. Case of Coma vnth Measles in an Adults followed 
by recovery^ By Gr. Nkwton Pitt, M.D. Read 
November 13, 1903. 

ML., aet. 19, medical student. He was in the enjoyment of 
• good health, but did not feel very well on March 10, 
1899. On the 11th he felt very chilly when watching a foot- 
ball match in a cold east wind. On the 12th, thinking he had 
taken a chill, he took a hot bath, and noticed that he was 
very flushed and had a rash on his face. He went out for a 
walk. Next day his temperature was 102°, and he was seen 
by his medical man, Mr. Frederick Burton, of Blackheath, 
who found a well-marked eruption of measles fully out. He 
had some soreness in his throat. His temperature ran up to 
nearly 105° F. He had a shivering fit on the afternoon of 
the 15th. He became very violent, shouting and struggling, 
and there was some difficulty in feeding him. On the 16th • 
his water had to be drawn off with a catheter. On the 
morning of the 17th he became collapsed and comatose, 
looking very anaemic, and his condition was alarming. I saw 
him in consultation that evening. He was quite comatose, 
with widely dilated pupils, but his conjunctiva was not abso- 
lutely insensitive. He had had incontinence of urine and 
faeces during the day. The optic discs were normal, the 
tongue covered with a thick fur, but not very dry. The con- 
junctivae were hyperaemic. The rash was abundant over the 
face, well marked over the body, but less so over the legs. 
His pulse was 110, temperature 103*4°. The chest was 
practically free from r&les. He had been shouting out all 
day, was incessantly restless, tossing himself about frequently 
and holding his limbs rigid. There does not appear to have 
been any definite convulsion, and no evidence of any pain in 
his ears. He does not respond to any questions. He has 
only been able to take about half a pint of milk and a little 
brandy daily for the last three days. 

March 18. — Temperature during the day has fallen, and in 
the evening was subnormal. He has slept a good deal, 
although very restless, and has been able to get a little more 
food down. He still passes his evacuations unconsciously. 
He puts out his tongue, although he won^t answer, and does 
not seem to recognise anybody. His tongue is dry ; his pulse 
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has dropped to 68, and is very small and irregular, but he 
has improved considerably. 

On the 19th his temperature ran up again to 102*4°; 
in the early morning he became extremely cold and collapsed, 
but with stimulation that passed off, and he recovered more 
consciousness. Still great difficulty in feeding him, and the 
use of the catheter is necessary. The rash is fadings the 
tongue is less dry. He gradually became more conscious, 
and made a good recovery. 

He says he has no recollection of anything between the 
evening of the 13th and the 21st, although for the first two or 
three days he answered questions, and was apparently quite 
conscious. During convalescence he had great insomnia^ and 
frequently had persistent and uncomfortable sensations about 
his face and lips. For many months his memory was yery 
defective. There was a loss especially of the names of things 
and of people, for he did not know the names of some of his 
neighbours when he recovered. He found that after reading 
a book he had no recollection of its contents a few hours 
■ later, and reading brought on a frontal headache. He went 
for a voyage to Australia, and came back absolutely well. 

The interesting feature of this case was that, apart from 
the coma and the incontinence, the symptoms were not indi- 
cative of grave toxaemia. When it was clear that there was 
no evidence of any ear trouble it was possible, to give a 
hopeful prognosis in spite of the coma. 

The pulse was 110, and with the onset of the coma it fell 
to 68, and did not again become rapid. At times the pulse 
was feeble, but during most of the time it was of good volume. 
The tongue was dry for only about a day. 

An examination of the temperature chart will show that 
neither the temperature nor the pulse indicated great gravity 
in the case. 

Coma in measles is very rare, and but little can be learned 
either by inquiries from friends or from a search through the 
literature. 

The causes of coma in measles would appear to be : 

1. Toxasmia. 

2. Meningitis due to either ear disease or tuberculosis. 

3. Cerebral thrombosis often leading to hemiplegia. 

4. Acute anterior poliomyelitis (in which coma and delirium 
sometimes appear). 

5. Disseminated encephalitis. 

6. Disseminated myelitis. 



Dr. Pitt's Case of Coma with Measles in an Adult. 25 



26 Dr. Pitt's Case of Coma with Measles in an Adult. 

1. Toxsemia, — Coma may be present with extreme broncho- 
pneumonia in a small child, and in the last stages of very- 
toxic cases ; these latter are now much more infrequent than 
formerly as patients are no longer shut up in close un- 
ventilated rooms and allowed no fresh air. As Corlett says, 
the nerve-centres may be profoundly impressed by the specific 
toxin, and repeated convulsions are not infrequent in children, 
while in adults delirium, either low or boisterous and violent, 
is sometimes observed. This is followed by great prostration, 
and the patient not infrequently passes into a comatose state, 
which terminates in death ; this is most likely to occur on the 
third or fourth day of the eruption. 

Both Drs. Goodall and Caiger tell me they have not met 
with cases of coma except as the terminal scene of such toxic 
eases. 

Dr. D. Drummond, of Newcastle, tells me the following is 
the only case he has met with : 

Young lady, aet. 21, developed measles December 30, 1899. 
Delirium set in on the third day. Her temperature was very 
high, and on the fourth day Dr. Drummond saw her in con- 
sultation, when she was becoming drowsy and comatose, and 
the coma deepened and became pronounced about the sixth 
day, and she died on the eighth. Four days after her death 
her sister developed measles which ran the ordinary course. 

2. Meningitis. — I should like to raise the question whether 
there is any post-mortem evidence that meningitis is ever met 
with in measles or in mumps, independently of either otitis or 
tubercle ? The possibility of such lesion is alluded to and 
copied from book to book ; is there any justification for this ? 

Meigs and Pepper refer to the following case which had 
come under their notice, in which coma developed : 

A girl, just over 5 years old, of a tuberculous family, 
developed measles, and the rash came out well. No abdo- 
minal symptoms developed during the first two days ; but on 
the third day the child vomited, and at night was very rest- 
less. Next day she was very drowsy, hardly answering any 
questions, and protruding the tongue very slowly. Pulse and 
respiration were normal. On the fifth day she was comatose, 
and there were irregular convulsive movements. In the 
evening the right arm was rigidly fixed at the elbow and the 
left stiffly extended. The child died that night. 

The symptoms are very suggestive of a tuberculous 
meningitis. 

3. Hemiplegia due to cerebral softening. — Out of 200 cases 
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of hemiplegia in children there were eleven cases associated 
with measles. In some of these the lesion has been probably 
a thrombosis. 

The remain! Dg groups are of more interest to us in con- 
nection with the present case. The evidence is, however, 
rather clinical than pathological ; but in Sir Thomas Barlow's 
case acute myelitis was found at the inspection. 

5. Local encephalitis, — This may be due to a local infection 
or to a thrombotic necrosis, probably secondary to the measles. 
In this category I should include those in which there was 
(1) marked defect of speech, probably true aphasia; (2) the 
cases of prolonged or permanent mental failure ; the cases 
(3) of deafness ; (4) of laryngeal paralysis ; and the series 
of cases (5) of ocular paralysis, of which I have been able to 
collect several, and they are probably not so very rare as 
would at present appear. 

Besides the present case I have met with a woman, who, 
at the age of eleven, was in a prolonged stupor with measles; 
for many months after she was aphasic, and instead of being 
an exceptionally bright child she was looked upon as half- 
witted, and was unable to learn at school. Her speech ulti- 
mately became normal, but she is rather slow, and mentally 
she is inferior to her sisters. 

(a) Dr. Goodhart saw the following case with Mr. Kings- 
ford, of Brondesbury, to whom I am indebted for the follow- 
ing notes : 

"May J., a)t. 5 years 9 months, developed measles on 
February 5, 1898. The disease ran an ordinary course for 
the first, few days, and seemed to be of a mild type. On 
February 10 the child seemed fairly well, and had a pro- 
longed romp with her father in the evening. The next 
morning (February 11) the temperature had gone up, and 
the child was excitable and delirious. Before bed-time she 
was quite comatose, but was able to swallow what was given 
her. The coma persisted till the 19th, that is for some nine 
days, and then she gradually recovered. For the first twelve 
hours or so she persistently called "Emily,'^ her nurse, and 
went on calling for her whether she were present at the bed- 
side or not. Before the coma set in, " Emily " was the last 
word she said. From February 20 onward she made an 
uninterrupted recovery, and the only apparent residual 
weakness from the disease is some slight want of co-ordina- 
tion in the fingers of her right hand. The child has enjoyed 
much better health since the attack than before. I have no 
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doubt that she suffered from meningitis, which happily did 
not go beyond a certain " depth," if I may use such a term 
(? encephalitis) . The treatment was practically masterly in- 
activity and most careful nursing. Dr. Goodhart saw the 
patient on February 11 and 13, and Dr. Cheadle saw her 
every day from the 14th to the 19th. 

Mr. Kingsford also writes to tell me that in 1897 he 
saw a girl aet. 7 with measles who was comatose for several 
days, and a boy aet. 13 who was similarly affected, and 
that they both recovered, but have remained permanently 
deaf. 

(6) Dr. Dawson Williams' well-known case is that of a girl 
aet. 4 who became comatose on the third day after the erup- 
tion of the measles rash, and remained so for ten days. On 
recovering consciousness she could not speak and had lost 
the use of her limbs. There was incontinence of urine and 
faeces with considerable anaesthesia. Two years later she was 
able to walk, but all her limbs were spastic, and her movements 
tremulous and unsteady, her speech slow, and at the age of 
ten she could only just read and write. 

(c) He also refers to a case of Dr. Colcott Fox's of a girl 
aet. 4 who had inco-ordination, with nystagmus, slow, laboured 
speech, and a vacant expression after an attack of measles. 

(d) Dr. Schepers reports the case of a girl aet. 8 who was 
comatose on the fourth day of a mild attack of measles. 
When she recovered from the coma she was unable to speak, 
was paretic, with great impairment of memory and marked 
ataxia. 

(e) Professor Raymond reports the case of a child of eight 
who, during the course of an ordinary attack of measles, was 
found one morning to have weakness of the right hand, and 
on the fifteenth day there was ataxia with defective movement 
of both eyes upwards and laterally, associated with a right 
hemiplegia. This was considered to be due to an infective 
arteritis involving the posterior part of the nuclei of the 
third nerves and the left pyramidal tract. 

(/) Dr. Lermoyez showed a case of permanent laryngeal 
paralysis following measles at the age of three in 1898, before 
the Societe Medicale des Hopitaux de Paris. 

{g) Finxelstein reported two cases of psychosis during 
measles, but whether such indicated any local cerebral lesion 
is uncertain, more probably only a toxic condition. 

A boy, aet. 13, who on the twenty-first day developed a 
noisy delirium, with loss of consciousness and attacks of 
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terror, terrifying visual hallucinations of a black man, a 
tendency to fly, was noisy, and had insomnia. He improved 
after a week, and was well in a month. 

A girl of 14 developed, in the prodromal period of measles, 
terror, abuse, excitement, and violence. She refused to reply 
to questions, and would only utter the one word " unjust.'' 
Two days later there was mental depression with a rapid 
pulse and respiration; four days afterwards the rash was 
fully out. The depression increased, and the patient died 
from a pulmonary complication. 

{h) Dreisch has recorded three cases of ocular paralysis 
affecting the third nerve in children aged respectively nine, 
eight, and fourteen, which developed some days after con- 
valescence during an epidemic of measles at Ansbach. 

{i) Fage reports, in a case of moderate measles in a child 
of 3, that optic neuritis developed twelve days after the 
onset of measles, without any meningitis, otitis, or pulmonary 
complication, and passed on to blindness. 

(j) Simonin reports the case of a man of 21 who, on the 
third day of measles, developed paralysis of the sixth and of 
the external muscles of the third nerve on the left side, which 
cleared up in twenty days. 

The similarity of the symptoms presented by my patient 
to those recorded in these cases of disseminated mischief is 
most striking, and makes it clear that it belongs to the same 
category. It is probable that whether the mischief is in the 
brain or in the cord, whether it is slight or severe, whether 
the symptoms are those of acute ascending paralysis, myelitis, 
encephalitis, or infantile paralysis, the pathology of all is alike, 
viz. a localised infective lesion in the nervous system. The 
attack in several cases is stated to have been otherwise a 
slight one ; the coma has developed about the third or fourth 
day, with incontinence of urine and faeces ; the subsequent 
symptoms have depended upon the locality of the lesion, but 
generally in the cerebral cases, speech has been affected, 
headache has been severe, and memory for a long time after- 
wards defective. In my patient the pulse rate was definitely 
lowered with the onset of the symptoms, and fortunately the 
recovery has ultimately been perfect. 

I should conclude, therefore, that the lesion in my case is 
a slight encephalitis, which affected the left temporo-sphe- 
noidal area at any rate. 

Dr. Dawson Williams points out that, although some of 
the cases present many of the symptoms of disseminate 
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sclerosis, they differ in the important particular that the 
symptoms tend to improve and not to progress. 

6. Myelitis. — Sir Thomas Barlow's case is of great import- 
ance on account of the full pathological account. Briefly, 
the case is that of a man aet. 23, who, on the third day of 
measles, had retention of urine ; on the fourth he was drowsy ; 
next day he was clear mentally, but paraplegia had deve- 
loped, and he died with respiratory paralysis. 

Post mortem there was a disseminated myelitis extending 
over the greater part of the cord, with extensive vascular 
disturbance. 

In the same paper is a reference to three cases of paralysis 
published by Lucas, Liegard, and Bergeron. 

Dr. Monro reports a case of peripheral neuritis after 
measles which recurred with an attack of influenza in the 
autumn. 

A woman, aet. 31, was weak after a slight attack of measles 
in the spring. She had some pains, which were severe for a 
couple of months, in her hands ; there was diminished power, 
so that there was difficulty in buttoning her clothes. The 
tingling pain was worse at night. The tactile sensation was 
impaired, and the knee-jerks were normal. She was quite 
well by August, but after an attack of influenza in Septem- 
ber the symptoms returned more severely, and lasted till 
December. 

Cioffii attempts to show that most of the pulmonary and 
grave cardiac phenomena which occur in connection with 
measles are due to changes set up in the vagus by the poison. 

Acute ascending paralysis. — A boy, aet. 12, always delicate 
and subject to catarrh, developed measles on February 6, 1903. 
He was very well on the 8th, but on the 9th his temperature 
ran up to 105°, and fell the next day, but he remained very 
drowsy. Retention of urine, and on the 11th a catheter was 
tied in. When I saw him in the evening, in consultation 
with Mr. J. B. Howell, the abdomen was distended, and moved 
but slightly ; the respiration was shallow and rapid, and he 
had been unconscious since 3 p.m. The temperature was 
103°; at 7 P.M. he was much more feeble, and there were 
rales in his chest. At 9 p.m. there was universal paresis, but 
not absolute paralysis. It was impossible to rouse him, and 
when food was put into his mouth it remained there for some 
time. There was no squint. The pulse was 140. There were 
loud r&les all over the chest, and the note at the apex of the 
left lung was impaired, and the breathing coarser than else- 
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where. He was unable to cough, and the mucus, therefore, 
accumulated. There were no knee-jerks and no superficial 
reflexes. The pupils were widely dilated, and the discs normal. 
The condition was one of acute ascending paralysis. There 
was no evidence of diphtheria. He died early the next morn- 
ing, but no inspection could be obtained. 
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APPENDIX. 

Case op severe Cerebral Defect following Measles. 

Gr. H — , aet. 19. At the age of two and a half he had fits 
on and off occasionally for about five months. When four 
and a half years old he had a very severe attack of measles, 
with delirium while the eruption was out, but no convulsions. 
After this he was found to have general paresis of both arms 
and legs, but he had some power in his back. His speech 
was seriously affected, and he became reduced to the condi- 
tion of a child of two years; he also developed an internal 
strabismus. For nearly two years he did not improve. He 
was able to understand what was said to him, and he began 
to talk before he recovered the power of walking. When he 
was six he began to walk a little with support. He deve- 
loped very slowly, and was extremely nervous. At the age 
of seven he could feed himself; he was unable to hold a 
pencil or to write, and it was very difficult to* educate him. 
At the present time he is tall, and extremely thin, with very 
small muscles. The development of the muscles of his arms 
and legs does not exceed that of a boy of teu. Still, no para- 
lysis of any muscles can be made out, nor any special wasting. 
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except perhaps the supinator longus on both sides. He 
breathes through his mouth ; his chest is very small owing to 
his defective respiration. He has a very high palate ; his 
head is very small; his hands are large and long, and his 




arms very thin. He has no incontinence of urine. He talks 
very slowly, and does everything with great deliberation. 
He has no obvious aphasia, and understands what is said 
to him. He can read with difficulty, but understands very 
little of it. His vision is defective ; the movements of the 
eyeball, like all other movements, are very slow. He has an 
internal strabismus with paresis of his right external rectus. 

VOL. XXXVII. 3 
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He has a good memory for past events if anything beyond 
the average. He is extremely^slow in all his movements, and 
has to have help in fastening up his clothes as he says his 
fingers are so weak. His writing is very defective. The 
subjoined specimen of an original letter shows that the spell- 
ing is extremely defective, his hand is tremulous, and the 
writing not superior to that of a child of six. A letter from 
dictation is equally defective, and even an attempt to copy is 
not done accurately. He writes extremely slowly and with 
very great labour. He is able when entrusted with a mes- 
sage to remember it and to deliver it correctly. There can 
be very little doubt that he has a somewhat extensive en- 
cephalitis involving the left side of his brain, which has 
resulted in retardation of development, partial paralysis, and 
aphasia. 
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VL 'A Case of Pernicious Ansemia presenting unusual 
features. By William Pasteur, M.D. Bead 
November 13, 1903. 

SAMUEL B., aet. 24, an auctioneer's porter, was admitted 
under my care on June 24th, 1903. He had lost his 
father quite suddenly eighteen years before, and one sister 
and two brothers were also dead, but he was unable to give 
any information as to the causes of death. His mother was 
living, and was subject to rheumatism, and his two surviving 
sisters were delicate, one of them also a sufferer from rheu- 
matism. 

The patient himself was of fine physique, and had enjoyed 
excellent health until three weeks before admission. He was 
of temperate habits, free from syphilis, and always equal to 
his work, which was somewhat heavy. He had never suffered 
from rheumatism, nor was there any evidence of any previous 
gastric or intestinal troubles. He had never had much 
colour. 

He felt faint whilst at work three weeks ago, and expe- 
rienced a sense of dull pain at the pit of the stomach. He was 
compelled to leave his work, and has not been able to resume 
it on account of breathlessness, aggravated by the least exer- 
tion. There has been oozing of blood from the gums since 
the onset. There is no history of epistaxis or of bleeding 
elsewhere. The bowels have acted naturally throughout^ 
and he had not suffered from headache or sickness before 
admission to hospital. 

State on admission. — General nutrition good. There are 
a few small cutaneous haemorrhages below the clavicles. 
There is profound anaemia of the skin and mucous mem- 
branes. The complexion is muddy and sallow, not lemon- 
tinted. The sclerotics are very slightly yellow. The super- 
ficial lymphatic glands are not enlarged. "With the exception 
of marked pallor of the gums and tongue, and the slight 
oozing of blood at the insertion of the teeth, the mouth 
appears healthy, nor is there any history of previous trouble 
in this region. The teeth are in very fair condition. The 
lungs are healthy. The heart is slightly enlarged towards 
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the left, the impulse of fair strength, rather irregular and 
^' quivering/' The apex beat is in the nipple line behind the 
fifth rib. At the apex a soft systolic bruit is audible ; at the 
base a systolic and a diastolic murmur are made out, the 
latter being heard as low as the fourth left cartilage, and 
occasionally at the apex. The pulmonary second sound is 
accentuated. The pulse, 108, is irregular and of low tension. 
The abdomen is natural. There is no enlargement of the 
liver and spleen, nor can any enlarged glands be felt. The 
bowels act regularly, and the stools present nothing abnor- 
mal. Urine : clear, light yellow, sp. gr. 1020, acid, contains 
no albumen nor sugar. 

The patient had noticed a gradual failure of sight since 
his illness began, and on examination extensive hasmorrhagic 
neuro-retinitis of both eyes was revealed. 

Progress of the case, — This can be told in a very few 
words. There were next to no objective symptoms beyond 
the anaemia, which did not vary appreciably. The patient 
was fairly comfortable as long as he kept quiet, but any 
movement, such as sitting up in bed, brought on marked 
shortness of breath. Towards the end he became more 
drowsy, and was slightly delirious at night. He took 
nourishment pretty well at first, but suffered frequently from 
attacks of vomiting, often twice a day. The diastolic mur- 
mur heard on admission proved not to be constant; it 
disappeared after a few days, and was only heard again 
once or twice. On July 16 the note is to the effect that 
"there is a short localised superficial diastolic bruit at the 
apex, probably exocardial." 

The systolic (haemic) murmur at the base was audible 
throughout. 

The bowels acted fairly regularly throughout the illness, 
and the stools never contained blood. 

The bleeding from the gums gradually diminished, and 
ceased on the sixth day after admission. Various local 
applications (adrenalin chloride, tannic acid) were employed, 
but their efficacy was doubtful. The bleeding recurred 
during the last week of illness. 

The temperature on admission was 98° F. It was slightly 
above the normal on most evenings, 99° to 99*4°, and on one 
occasion, four days before death, reached 100° F. The 
morning temperatures were normal. The pulse varied 
between 92 and 120, and was often irregular. 

The daily quantity of urine passed was frequently albove 
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normal, 70, 80, 90, and once 108 oz. being recorded for the 
twenty-four hours. The specific gravity varied from 1011 to 
1015. "The colour was usually a light amber. On one 
occasion only it is described as being dark yellow. An 
analysis of the urine passed on July 20 showed total 
absence of albumen and albumose, while the total amount of 
chlorides excreted in the twenty-four hours was much below 
the average, measuring only 2*4 grammes. 

The blood was examined by Mr. C. E. Lakin, M.B., on 
June 26, July 9, and July 13, with the results given in the 
accompanying table. 





1 

Red White 
(corpuscles, corpuscles. 


Haemo- 
globin. 


Colour 
ind. 


Poikilo- 
cytes. 


Megaloblasts 

and 
normoblasts. 


June 26 
July 9 

July 13 


1,550,000 
1,040,000 

1,090,000 


5400 
3900 

2600 


25^ 
20^ 


•8 

Slightly 
below 1 

•9 


None 

• 
None 

None 


None.* 
None. 

None. 



June 28 
July 9 



Leucocyte count. 



Total 
leucocytes. 



5400 
3900 



Lympho- 
cytes. 



July 13 ; 2600 



60^ 
(2340) 

(1924) 



Hyalin and 
transitl. 



24^ 
(936) 

(156) 



Polymorpho- 
nuclears. 



16^ 
(624) 

20^ 
(520) 



Eosinophil 

myelocytes, 

mast cells. 



None. 



None. 



The following report on the condition of the eyes was 
furnished by Mr. W. Lang on July 22. 

"There is well-marked haemorrhagic neuro-retinitis in 

* On another film taken by Dr. O. K. Williamson on June 26th, eight 
normoblasts were seen during the count of 581 white cells, but no megalo- 
blasts. Some variation in size of blood corpuscles was also observed, but 
little, if any, alteration in shape. There was also marked relative lympho- 
cytosis. 
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both eyes. Discs show about eight dioptres of swelling; 
margins ill-defined. Papillae grey white in colour. Retinal 
vessels completely hidden at disc and very small in retina, 
which is filled with flame-shaped haemorrhages and a few 
white patches of exudation." 

Death occurred quietly on July 23, the total duration of 
the illness being just seven weeks. 

Liquor Arsenicalis in 4 minim doses was given every four 
hours, but was interrupted twice on account of the sickness. 

P,M, (twenty-one hours after death). — Rigidity ^moderate. 
Well built. Fair muscular development. Body well covered. 
No abnormal appearances externally. Skull and meninges 
healthy. Brain : Red points increased in lateral lobes of 
cerebellum and to a less extent in the medulla. Tongue, 
larynx, and trachea normal. No pleural adhesions; some 
soft exudation at back on left side. Lungs : oedematous. 
A few interstitial extravasations of blood ; no scars at apices. 
Pericardium healthy ; 2 to 3 oz. of clear fluid. Heart : 
14 oz. Aortic and pulmonary valves competent and 
healthy looking. Mitral and tricuspid orifices both dilated. 
Heart wall the seat of rather extensive extravasation of 
blood, chiefly beneath the epicardium, but also, to a slight 
extent, beneath the endocardium. The anterior surface of 
the right ventricle is studded with petechial spots, but both 
anterior and posterior surfaces of the left ventricle show 
haemorrhagic areas of some extent, which, when cut into, are 
found to penetrate the heart muscles to a depth of 3 or 4 
mm. The muscle is firm, and does not exhibit any signs of 
fatty change to the naked eye. The thyroid is of good size, 
and appears healthy. The peritoneum is healthy. The 
stomach appears healthy. The solitary follicles are enlarged 
both in the small and large intestines. The mesenteric glands 
are slightly enlarged. The liver is brown in colour and of 
moderate firmness. The lobules are indistinct. Weight 56 
oz. The cut section gives a good blue reaction with Pot. 
Ferrocyanide and hydrochloric acid. The gall bladder and 
ducts are healthy. The pancreas on section shows haemor- 
rhagic points, but otherwise seems healthy : the duct of 
Santorini is apparently not patent. The adrenals appear 
healthy. The spleen weighs 3 J oz., and gives a slight 
Prussian blue reaction, but seems otherwise normal. The 
kidneys look healthy ; right 7, left 8| oz. They give a 
slight Prussian blue reaction. The testes give a very marked 
Prussian blue reaction. The tubules can only with difiiculty 
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be pulled out. There is no microscopical evidence of old 
interstitial inflammation. 

Sections of the liver examined by Mr. Lakin in the Clinical 
Laboratory showed iron-containing pigment (prussian blue 
reaction) occupying the centres of the hepatic cell columns 
in the outer two thirds of the lobules. No pigment was to 
be seen in the capillary spaces. No free iron was found in 
the spleen, kidneys, or brain by micro-chemical methods. 
Sections of the testis,"**" howpver, showed the presence of coarse 
pigment situated in the tissue lying between the seminiferous 
tubules, the individual patches of pigment staining deep blue 
colour. 

A bone-marrow film showed very few nucleated red cor- 
puscles. Most of the marrow cells present were finely 
granular myelocytes. There were a few coarsely granular 
myelocytes. The film contrasted markedly with one made a 
short time before from a case of pernicious anaemia in which 
there were large numbers of nucleated red corpuscles. The 
number of nucleated red cells appeared to be smaller than in 
a film obtained for purposes of comparison from a man who 
had died from an accident. 

Pieces of the liver, spleen, and kidney were analysed in 
the Chemical Department by my colleague Dr. Kellas, who 
has kindly furnished me with the following report : 

" Estimation of iron in pieces of the liver, spleen, and 
kidney submitted for examination. 

" Methods, — The material was crushed, dried, powdered, as 
far as possible, and finally dried at 100° C. until the weight 
was constant. It was then carefully heated in a platinum 
basin, ultimately to redness, until the weight was constant. 
From the appearance of the kidney ash the bulk of the iron 
was probably left as phosphate; in the other cases the 
appearance suggested that the iron was left chiefly as oxide. 
The ash was then heated on a water-bath with 20 c.c. normal 
sulphuric acid until solution was effected as ferric sulphate. 
The solution was then diluted to 100 c.c. Half this quantity 
was then taken and reduced by boiling in a small flask with 
3 grammes of pure zinc and 40 c.c. of normal sulphuric acid. 
It was then filtered and titrated with a standard solution of 
dilute potassium permanganate. A check experiment was 

* It was suggested by Dr. William Hunter, who examined a specimen, 
that the coarse pigment found in the testes was due to previous interstitial 
haemorrhages. There was no sign of increase of connective tissue in the 
sections examined. 
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carried out with the quantities of zinc and sulphuric acid used, 
and a slight correction found to be necessary. 



Percentages^ of Iron {metallic) in Liver, Spleen, and Kidney,^ 



1. Case under consideration— 3 analyses : 

August, 1903 

December, 1903 .... 
December, 1903 .... 

2. Case of acute pneumonia (for comparison) ; 

December, 1903 .... 



Liver. 


Spleen. 


Kidney, 


0-572 


0-412 


0-145 


0-423 


0-355 


0-219 


0-420 


0-356 


0-219 


0-157 


0-291 


0-090 



Remarks, — ^This case is of interest in several particulars and 
very difficult to classify. The condition of the blood differed 
in almost every particular from that usually met with in the 
pernicious (idiopathic) anaemia of Addison, of which disease 
the case would appear to be an example, if we regard post- 
mortem evidence of excessive haemolysis as one of the 
essential pathological features of that condition. Megalo- 
blasts, which Ehrlich considers a constant feature of per- 
nicious anaemia, were absent throughout. Poikilocytosis was 
also absent. The oligocythaemia was by no means extreme, 
but this may vary considerably in pernicious anaemia. 
Leucopenia associated with high relative lymphocytosis and 
almost total absence of normoblasts clearly suggests that a 
complete failure of regenerative activity of the bone-marrow 

* The figures obtained in the July series of analyses were so different 
from what I had expected that Dr. Kellas kindly made two more analyses 
for me from portions of the organs which had been preserved in a weak 
solution of formalin. I have placed the results of these later analyses 
alongside those communicated to the Society in November. The close 
agreement between the two latter series of observations vouches for the 
extreme care with which Dr. Kellas has carried out his experiments. The 
discrepancy between them and the August series is explained by Dr. Kellas 
as follows : — " In the case of the liver and spleen iron has been extracted 
to some extent on standing. I have found that the liquids in the jars in 
which the organs stand contain iron — ^perhaps in suspension. In the case 
of the kidney the sample contained fat in the August analyses, whereas 
the last samples contained only kidney substance." This observation is of 
interest and of some importance. Cf . also foot-note on p. 41. — W. P. 
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was one of the essential factors in the case. The clinical 
picture also differed in many particulars from that usually 
presented by a case of Addison's anaemia, notably {a) in the 
absence of the signs of intense haemolysis such as lemon tint 
of skin, dark-coloured urine, and febrile exacerbations; (6) 
in the short duration (fifty days) and sudden onset of the 
illness ; (c) in the extent and degree of the retinal changes : 
and on the pathological side ; (e) in the absence of naked 
eye evidence of fatty degeneration of the heart muscle. 
On the other hand the analyses of the liver, spleen, and 
kidneys show in a very striking manner (a) the large excess 
of iron,^ and {b) "the peculiar distribution between liver and 
spleen — the reversal of that usually obtaining '^ to which 
William Hunter attaches importance in the diagnosis of 
Addison's anaemia from other forms of fatal anaemia. Relying 
on these results I conclude that this is a case of idiopathic 
pernicious anaemia with very unusual clinical features and 
blood condition. 

* It is matter for regret that the microscopic section of liver shown at 
the meeting had lost a good deal of colour, and quite failed to convey an 
adequate idea of the large amount of blue pigment it contained when first 
put up. Dr. Lazarus Barlow, who saw it then, hardly recognised it as the 
same specimen a few weeks later. He tells me that he has met with a 
similar loss of colour on a previous occasion. 
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VII. — A Case of Chronic Intussusceptio^i \ excision of 
forty 'two inches of small intestine; recovery. By 
F. C. Wallis, M.B. Bead November 27, 1903. 

ES., a healthy-looking married woman, aet. 32, was admitted 
• to Charing Cross Hospital on April 14, 1903, suffering 
from intestinal colic. 

The patient was in perfect health until May, 1901. 
Previous to this she had never had a day's illness in her life. 
The bowels always acted with great regularity, and aperients 
were rarely necessary. She had never suffered from diarrhoea. 

The present illness began in May, 1901, with a sudden 
onset of most acute pain in the abdomen (there was no cause 
for it as far as she knows) . The pain was of a colic character, 
but not sufficiently bad to make her take to bed until the end 
of the week, when the attacks became more frequent, and 
vomiting commenced. Food always excited the colic, and 
vomiting always followed it. She described an attack as a 
"general turning-round-and-round feel in the stomach, 
followed quickly by vomiting.'^ This attack lasted three 
weeks, and she was in Guy's Hospital for the latter part of it. 
After this she was perfectly well until August, 1901, when 
she had a similar attack, and there was a third attack in 
September, 1901. These attacks resembled the first, except 
that the bowels were obstinately constipated for three to four 
days. When the bowels acted she was much relieved, and 
the attack would generally pass off. There was no constipa- 
tion at the beginning of an attack, but pain and vomiting 
preceded it for three or four days. After the third attack 
she continued well until June, 1902, when there was another 
attack, since when there have been many milder in degree, 
but all similar in character to the first. She has never passed 
any blood or mucus in the motions. The abdomen never 
swells, and pressure neither increases nor relieves the pain. 
No tumour has been felt. 

She was admitted into the medical ward of Charing Cross 
Hospital during one of these attacks of pain, and was in for 
five days, leaving on April 18, 1903, apparently quite well. 

She was re-admitted on April 22 for another attack of 
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pain, during which vomiting was more or less continuous ; it 
was bile-stained, but not offensive. The abdomen was lax 
and not tender (this condition existed during all these 
attacks) . 

On April 25 an indefinite mass was felt below and to the 
left of the umbilicus. 

It was decided that unless a distinct improvement took 
place in the next twenty-four hours, an exploratory lapar- 
otomy should be performed. 

As the patient was no better, in fact getting weak, I 
operated at 11 a.m. on April 25, 1903. 

When the patient was under the anaesthetic, a large, 
freely movable mass could be felt in the left umbilical region. 
The abdomen was opened in the mid-line below the umbilicus 
by an incision, lengthened to five inches in all. The palpable 
mass was an intussusception involving small intestine only. 
The length of bowel involved amounted to three feet six 
inches. The proximal gut was materially distended. 

An unsuccessful attempt was made to reduce the invagina- 
tion, and enterectomy was decided upon. Whilst lifting the 
involved gut out of the abdomen the distal end tore like a 
piece of wet blotting-paper, close to the end of the intussus- 
ception, and it was noticed that this part of the bowel was 
much inflamed. The intestinal contents were expressed at 
either end, and Lane^s intestinal clamps applied on healthy 
bowel. The bowel was divided first at the upper end, and 
the mesentery cut through parallel to the intestine, the vessels 
being clamped as they were cut. The intestine was divided 
at the lower end, and the two ends united with a Murphy's 
button. A few Lembert sutures were put in in addition, and 
the cut edges of the mesentery were sewn together with silk 
sutures, the vessels being ligatured with silk also. Some 
haemorrhage found its way between the layers of the 
mesentery. The parietal wound was closed by one row of 
separate fishing-gut sutures. The operation lasted one hour — 
the patient stood it very well; — pulse 120 at the end. One 
pint of beef -tea given by the rectum. There was practically 
no shock from operation. 

The patient was nourished by rectal enemata only for 
two days ; on the third day small quantities of plasmon and 
thick barley-water were given by the mouth, and on this day 
the bowels acted twice, the motions being well formed. The 
food by the mouth was gradually increased, and the rectal 
feeding discontinued ; the stitches were removed on the eighth 
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day, and everything went very well indeed until May 15, 
three weeks after the operation, when the patient had an 
attack of pain similar to those she had previously suffered 
from. Paroxysmal colic with intervals free from pain. 
Chloroform was administered, and on palpating the abdomen 
I could feel the button in what I thought was the descending 
colon ; it was quite easily pushed down into the pelvis, but it 
could not be reached by the rectum. 

No button was passed, and the pains continued. On May 
18 the button was seen by the X ray to lie on the outer side 
of the right rectus, two inches above the inlet of the pelvis. 

On May 19 I reopened the abdomen, and found the 
button about four inches above the ileo-caBcal valve ; it could 
not be passed on into the colon, so I removed the button 
through a longitudinal incision, which was sewn up trans- 
versely. 

From this second operation the patient made a perfect 
recovery, and left the hospital quite well on June 10. 

I saw her last a fortnight ago in the best of health. 

The following is the pathologist's description of the 
specimen: — '^No. 1223. Enteric intussusception in adult. 
Forty-two inches of small gut excised. Aportion of small intes- 
tine, 67 cm. (264 inches) of which forms the outer coat (Intussus- 
cipiens) of an intussusception which has been greatly reduced, 
a double layer, 18 cm. (7^ inches), now remaining invaginated. 
The apex of the intussusception shows considerable reddening, 
and is thickened from inflammation and oedema. The returning 
sheath is greatly thickened. The indrawing of the mesentery 
is well shown. The outer coat is considerably dilated and 
somewhat irregularly thickened. Here and there congested 
vessels may be seen. Eight centimetres (3 inches) from the 
lower end is an oval opening 2 cm. in diameter, which seems 
to have been torn — its edges are irregular; microscopically 
the gut near the orifice is in parts quite healthy, in others 
swollen and infiltrated with round-cells.^' 

When the intussusception was first exposed, and before 
the mesentery was divided, the apex of the intussuscepted 
part was close up to the inflamed part of intestine which 
tore apart when the intestine was lifted out of the abdomen ; 
but after removing the intestine the intussuception slid back 
to its present position, although when in situ it was quite 
impossible to reduce it in the slightest degree. 

The contretemps with the Murphy's button was unfortu- 
nate. It is the only time that I have ever had any trouble, 
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and I have used these buttons now in a large number of 
cases. It was due to the fact that I put in a button some- 
what larger than the size generally used for small intestine. 
My reason for doing so was that the proximal end of the 
intestine was considerably distended, and the slightly larger 
button made approximation easier. It did not occur to me 
at the time that there would be any difficulty in the passing of 
the button, and ordinarily speaking I do not think that there 
would be any difficulty in its passage. In an urgent opera- 
tion of this magnitude time was of the greatest consequence, 
and I do not know any other means by which the two ends 
of the intestine could be so rapidly and securely brought 
together. The main part of the time taken (one hour) was 
spent in cleaning the skin of the abdomen, removing the 
intestine, tying a large number of vessels, and uniting the 
widely separated ends of the mesentery. The sewing in and 
clamping of the two ends of the button did not take more 
than five minutes. 

Why the gut should have torn in the way it did was a 
matter of some speculation, and a microscopical examination 
of the torn edge showed only inflammatory infiltration. I 
believe the softening of the intestine here was due to inter- 
ference of the blood-supply, and there is no doubt that 
perforation would have occurred at this spot very soon. 

As to the cause of the intussusception, there is nothing to 
show that it is due to anything but an irregular action in the 
muscular wall of the intestine. 

Cases of chronic intussusception are not uncommon, but 
one such as this is, I think, worth recording. 

The points of interest are — 

1. The length of time — over two years — which it lasted. 

2. The excellent health of the woman between the attacks 
and, I am glad to say, since the operation. 

3. The large amount of small intestine involved. Most 
cases of chronic intussusception have to do with the large 
intestine. 

4. The fact that no tumour was felt with any certainty 
until the patient was aneesthetised. 

5. There was no exciting cause, such as a growth, tumour, 
or ulceration, which is commonly the starting-point in cases 
of chronic intussusception. 
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VIII. — Two Cases of Leucocythdemia (Lymphatic Leu- 
kaemia). By Feedeeick Tayloe, M.D. Bead 
November 27, 1903. 

Case 1. — William G., aet. 10, a schoolboy, was admitted 
into Guy^s Hospital on August 31, 1901. He has always 
been a nervous child, but otherwise strong and healthy. 
He had measles and whooping-cough when quite young, and 
scarlatina two years ago, since which time he has been dull 
and more nervous. 

Two months ago he first complained of pain in the legs 
and aching in the popliteal space. He felt tired, was very 
thirsty, and was continually yawning. His eyes became 
bloodshot and swollen, and the nervousness increased. 

He came up among the out-patients two weeks ago, when 
the following points were noted : — Enlargement of the left 
parotid gland; an area of percussion-dulness above the right 
nipple and over the upper half of the sternum, continuous 
with the normal cardiac dulness; absence of breath-sounds 
over the dull area ; cardiac impulse half an inch external to 
the nipple; a deep-seated tumour in the left flank, apparently 
independent of stomach or spleen ; hepatic dulness normal ; 
no enlarged glands. 

On admission. — The face is swollen, especially the upper 
and lower eyelid. There is distinct enlargement of the two 
parotid glands and of the submaxillary glands; those are 
larger on the left side. The glands in the former are slightly 
enlarged. The fauces are unduly red, and the tongue furred, 
but the lips, teeth, gums, and tonsils are normal. 

The abdomen is full and rounded, but not tense. The 
edge of the liver can be felt an inch and a half beloW the costal 
margin, and the hepatic dulness extends from the upper 
border of the sixth rib to one inch below the costal margin. 
In the left flank is a tumour, which is now larger than it was 
two weeks ago ; it is firm, but not markedly hard, presents 
no notch, and allows a resonant note on percussion. The 
fingers can be placed between its upper end and the left 
costal margin. The spleen cannot be felt. 

The epigastric angle is narrow, the two sides of the chest 
move equally. A dull area is found over the right nipple and 
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over the sternum, continuoas with precordial dulness ; breath- 
sounds are deficient- over this area, but elsewhere are normal. 
The larynx is normal. The heart's impulse is felt in the left 
sixth intercostal space, three quarters of an inch external to 
the nipple. The sounds are normal ; the pulse is 82, regular, 
the same on the two sides. 

The pupils react to light and accommodation. The fundi 
show large and very tortuous retinal veins, and the left disc 
is red and slightly oedematous, but there are no hEemorrhages. 



\/ 



A blood-count shows, red corpuscles 5,600,000 ; white 
corpuscles 15,000, 

A differential count of the latter gives — 

Small lymphocytes . , . 46'6 

Large „ ... 9-3 

Polymorphonuclear leucocytes . 42'1 

Eosinophiles . ... 2-0 

100-0 
On a blood-film one nucleated red corpuscle was seen. 
The urine was of sp. gr. 1010, pale straw colour, neutral 
reaction, contained 1 per cent, of urea and no abnormal con- 
stituents. 
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On September 6 the tumour in the Hank nearly reached 
the middle line (see Fig. 1), and the liver was obviously much 
enlarged. 

On the 9th it is noted that the left parotid swelling is 
much larger, and that a large and lymphatic gland can be felt in 
the neck. The anterior border of the parotid is two inches 
from the lobule of the ear. On the 18th it had extended 
another quarter of an inch forwards. 

Just behind and below the lobule of the left ear is a 

Fig. 2. 



\/ 



roundish lymphatic gland, about one inch in diameter, which 
makes a prominence on the skin. 

The right parotid is very little enlarged, but a lymphatic 
gland can be felt just below and in front of the lobule of the 
ear, and another behind the pinna. On each side there are 
two glands felt below the mandible, the anterior the size of 
a haricot-bean, and the posterior as large as a pea (see Plate). 
The left sublingual gland appears to be enlarged as felt from the 
mouth. On each side at the occiput is a gland the size of a pea. 

Each lachrymal gland can be felt as a rather hard mass, 
and the swelling of the upper eyelid is partly due to the 
enlargement of the gland and partly to oedematous tissue in 
front of it. The skin here is slightly pinker than normal, and 
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its veins are prominent. There is no increase of the glands 
in the neck, axilla, and groins ; the largest gland felt in 
the groin measures 6 mm. by 4 mm. There is now a con- 
tinuous dull area over the front of the trunk, including the 
sternum and adjacent costal cartilages, the precordial area, 
the liver continued down nearly to the umbilicus and the 
before-mentioned tumour in the flank (see Fig. 2). This 
tumour is separate from the liver, and reaches to within an 
inch of the umbilicus. The liver reaches an inch or more 
below the horizontal umbilicus level in the nipple-line, and its 
edge is traceable just above the umbilicus to the left costal 
margin in the nipple-line. Below there is a hard mass extend- 
ing two or three inches below the right twelfth rib, apparently 
separate from the liver, and no doubt an enlarged kidney. 
The spleen cannot be felt. 

A blood-count gives now: Eed corpuscles, 4,400,000; 
leucocytes 50,000. 

Differential count — 

Small lymphocytes . . .94 
Large „ ... 3 

Polymorphonuclear leucocytes . 2*5 
Eosinophiles .... '5 

100 

Haemoglobin 70 per cent. 

September 19. — Some haemorrhage from the gums. 

September 23. — More haemorrhage from the gums, and a 
small extravasation of blood into the left conjunctiva. 
Abdomen increasing in size. 

September 25. — Patient more prostrate. Temperature 
rises to lOr and 102°. Pulse 130. Ecchymosis of both 
upper eyelids; petechiae in skin of abdomen. Continued 
bleeding from gums. 

September 30. — Bronchial breathing at upper part of right 
chest behind. In the evening vomiting of blood ; this con- 
tinued throughout the night, so that some pints of blood 
were brought up, and he died at 5 a.m. on the 27th. 

The post-mortem examination was made by Dr. Bryant, 
whose report is as follows : — 

The body was very pale and had a swollen, bloated 
appearance. There was a good deal of oedema of the lower 
extremities. There was no meningitis. The brain did not 
.show any abnormal changes. 

Both lachrymal glands were much enlarged, particularly the 

VOL. XXXVII. 4 
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right, which was twice as large as the left. On section these 
glands had a sodden and congested appearance. The parotid 
gland, especially the right, was also enlarged, and on section 
presented a congested appearance. A considerably enlarged 
lymphatic gland was found just below the left parotid. The 
submaxillary glands were enlarged, and also some of the 
lymphatic glands which were adjoining them. The cervical 
glands were slightly enlarged. The thymus was very much 
enlarged; it weighed 586 grammes, and was larger than a 
normal sized kidney. It was pale yellow, and on section pre- 
sented a fatty semi- translucent appearance. There was a good 
deal of haemorrhage into it. The haemorrhages were small 
and irregularly distributed. The thyroid presented a normal 
appearance, and was not enlarged. 

There were numerous subpleural ecchymoses over the 
posterior surfaces of both lungs. The lower and outer part 
of the lower lobe was compressed, and the pleura covering it 
had a few flakes of recent lymph on it. On section the lungs 
were rather paler than normal, and numerous haemorrhages 
into their substance were found. The mucous membrane 
of the larynx, trachea, and bronchi was pale and ecchymosed. 
The lower end of the trachea and the upper part of the 
bronchi, especially the right, were considerably flattened from 
the pressure of the enlarged thymus. The bronchial glands 
were not enlarged. There was no pericarditis, but there were 
numerous subpleural ecchymoses, and there was also a little 
clear serous fluid in the pericardial sac. The heart weighed 
.165 grammes. On the whole the myocardium was decidedly 
paler than normal, but in parts it was very much paler than 
in others, as if it was infiltrated with some new growth. Over 
the anterior and upper part of the. interventricular septum 
there was a distinct swelling, which on section appeared to 
extend deeply into the myocardium. It was pale yellow in 
appearance, and resembled the pale areas mentioned above. 
In places there were haemorrhages into the myocardium. The 
valves were healthy. The coronary arteries appeared to be 
healthy. The tonsils were slightly enlarged, but there was 
no ulceration nor sloughing. 

The oesophagus was healthy. The stomach contained a 
good deal of dark brown, altered blood. The mucous mem- 
brane of the stomach was much ecchymosed. I could not 
find any ulceration. The haematemeses must have been due 
to an oozing from small vessels. The small intestine con- 
tained a good deal of blood. No peritonitis. 
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The liver was enlarged. It weighed 2300 grammes. It 
was much paler than normal. No other macroscopic change 
could be made out. 

Lymphatic glands not much enlarged. 

The spleen weighed 508 grammes. It was pale. It did 
iiot contain any nodules such as are found in cases of 
Hodgkiii^s disease. There were a good many small haemor- 
rhages beneath the capsule. 

The supra-renal capsules appeared to be normal. The 
kidneys weighed 1100 grammes. They were both much en- 
larged, and, as far as could be judged, were lying in the abdo- 
minal cavity in their normal positions. The capsule was not 
thickened nor was it adherent. The surfaces of both kidneys 
were quite smooth. The appearance, however, was most 
unusual, for the cortical substance was very pale, being of a 
dull greyish yellow, and this was mottled with large areas of 
haemorrhage, some of which were from 10 to 20 mm. in 
diameter. On section the whole of the kidney substance was 
pale and dull yellowish, and both in the cortical and pyramidal 
portions it was mottled with small and large areas of 
haemorrhage. 

Microscopical examination, — Kidney. — There was an 
enormous infiltration of the connective tissue with lympho- 
cytes, the tubules and the glomeruli being widely separated 
in consequence ; in fact, there were more lymphocytes than 
anything else. The general appearance of the section was 
that of a matrix of lymphocytes studded with a few urinary 
tubules and glomeruli. The nuclei and protoplasm of the 
epithelium of the tubules were stained very faintly in com- 
parison with the lymphocytes. Many of the tubules contained 
granular debris. In places there was a good deal of yellowish- 
brown pigment in the connective tissue mixed up with the 
lymphocytes. 

Heart. — In places there was a considerable infiltration of 
lymphocytes into the connective tissue between the muscle- 
fibres, so that they were surrounded by lymphocytes. There 
were larger collections of lymphocytes in the connective 
tissue surrounding the branches of the coronary arteries. 
Many of the muscle-fibres which were surrounded by the 
lymphocytes had rather a blurred appearance, the striation 
not being very apparent, but the nuclei staining well. 
There was neither fatty nor pigmentary degeneration of the 
muscle. 

Liver. — There was general and considerable infiltration of 
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lymphocytes between the liver-cells, and also local collections 
of lymphocj'tes between the lobules. There were also many 
granules of brownish pigment scattered about, some in the 
liver cells and some with the lymphocytes. 

Spleen. — This organ appeared to consist of a large mass 
of lymphocytes, mostly of small size. The Malpighian cor- 
puscles did not appear to be altered, and the stroma was not 
thickened. 

Supra-renals, — The supra-renals were packed with lympho- 
cytes, very little of the normal structure being visible, and 
that only in streaks and patches. 

Pancreas. — The pancreas was normal. There was no infil- 
tration of lymphocytes. The only lymphocytes seen were in 
the blood-vessels. 

Thymus. — ^This organ showed large spaces packed with 
lymphocytes and surrounded by a fairly well-marked fibrous 
stroma. 

Parotid gland. — This gland was thickly infiltrated with 
lymphocytes, and a good many very large round-cells with 
comparatively small nuclei were found. 

Lachrymal gland, — This enlargement was entirely due to 
the lymphocyte infiltration. 

Lymphatic glands. — ^The glands were packed with lympho- 
cytes. The stroma was not thickened. 

Bacteriological examination. — Microscopical examinations 
and cultures from the kidneys, spleen, blood, and thymus did 
not show the presence of any organisms. A rabbit was in- 
oculated from the kidney, and died a month afterwards. 
Diplococci were found by culture and by microscopical 
examinations, and were identified as pneumococci. 

Case 2. — Ada M., 83t. 14, was seen by me in consulta- 
tion with Dr. John Tanner, on January 15, 1902. The 
history I obtained was to the effect that she had been well 
till about six weeks previously, when she had pains in her 
limbs and felt unwell. It had also been noticed for about six 
weeks previously (that is, three months altogether) that her 
mammae were becoming unusually large for one so young. 
Fourteen days ago her eyes became prominent, and her feet 
were observed to be swollen two days ago. 

She is a well-developed and well-grown girl, with a white 
face, but no extreme pallor of the lips. She lies far over on 
her left side, burying the left side of the face in the pillow. 
She is breathing rapidly and is very unwilling to be dis- 
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turbed, and to that extent caused some difficulties in the 
examination. 

The eyes are prominent, and there is in addition oedema 
of the upper and lower eyelids; but I could not feel dis- 
tinctly any enlarged or hard lachrymal gland. The parotid 
gland on each side was distinctly outlined without being much 
enlarged; the submaxillary gland on each side formed a 
distinct prominence beyond the line of the jaw. The breasts 
were of considerable size for a girl of her age, rounded and 
normal in outline, and of equal size. I did not measure them, 
but I estimated them afterwards from memory as probably 
4i inches in diameter, with a projection of If to 2 inches. 
They were in addition firm and nodulated throughout, and 
over each was a large dark tortuous vein, such as is seen in 
the breast of pregnancy or lactation. The liver was enlarged, 
and its edge could be felt fully one inch below the umbilicus 
horizontal level; it was of firmer consistence than in 
health, but not really hard. The edge of the spleen could 
be felt just beneath the left costal margin, and descended 
nearly an inch below it on deep inspiration. There 
were no very large glands on the groins, neck, or axilla ; 
one the size of a pea could be felt in the right posterior 
triangle, and in each groin one or two slightly smaller. The 
heart was beating rather violently, with impulse on the fifth 
interspace ; a cantering rhythm at the apex, but no murmur. 
The respiratory murmur was weak at both pulmonary bases, 
with an occasional slight sibilant or mucous rale. The feet 
were a little puffy-looking, but did not readily pit on pressure. 

Dr. Tanner informed me that there was no albumen in the 
urine. The pupils were of moderate size and reacted to light ; 
the child was so unwilling to assist that a good view of the 
fundus could not be obtained, but there was certainly retinal 
haemorrhage in each eye. A drop of blood was drawn from 
the finger and films obtained. The blood was exceedingly 
pale and thin. 

The films stained with eosin and haematoxylin and 
eosin and methylene blue showed an enormous number of 
lymphocytes. I had no apparatus for counting the cor- 
puscles ; but in parts of the films the leucocytes were densely 
crowded together, and appeared even to outnumber the red 
corpuscles. The small lymphocytes were obviously greatly 
in excess, and I estimated them at 95 per cent, of all the 
leucocytes. I submitted two films to Mr. G. L. Eastes, and 
he gave me the following report : 



54 Dr. Frederick Taylor^s Gdses of Lericocythssmia, 

" A differential count of 1000 white cells in each slide gives 
the following proportions : 

Small lymphocytes . . . =95'8")qq.k 
Large „ . . . = 3'7j 

Polymorphonuclears . . = 0*5 

100-0 

" During the count six nucleated blood-discs were seen, five 
of which were normoblasts. One was a microblast. Three 
myelocytes were also seen. The differentiation between small 
and large lymphocytes is very difficult, the two varieties 
shading imperceptibly into each other ; doubtful forms have 
been enumerated with the type to which they most closely 
agree. The count has been one of great difficulty to me, as 
I am accustomed to the triacid stain, and the figures are 
thel'efore open to criticism.'^ 

On February 14 Dr. Tanner gave the following memo- 
randa : — The patient was steadily getting worse, the parotids 
were very much enlarged, the breasts were a little larger 
than formerly, and there was considerable dropsy of the feet, 
legs, and abdomen, with some ascites. In the interval there 
had been a good deal of epistaxis and uterine haemorrhage, 
the blood in each instance being very watery. The liver 
appears to be about the same size. For the last week she 
has sat up in a chair, leaning the head on one hand, with 
iioisy, panting respiration, about thirty to the minute, and 
rapid, violent action of the heart. She is not febrile. 

She died on February 21. 

The above cases are offered as a contribution to the subject 
of leukaemia. They are cases, acute in their course and 
belonging to the group of lymphatic leukaemia or lymphocy- 
thaemia, cases of which the characteristic is not so much a 
hyperplasia of the lymphatic glands as the presence in the 
blood of an enormous number of so-called lymphocytes. 

The occurrence of such cases was shown by Fraenkel, and 
Drs. Bradford and B. Shaw recorded similar cases at the 
Royal Medical and Chirurgical Society in 1898."^ In all of 
those the hypertrophy of the glands was by no means pro- 
minent, and the early symptom was often a condition of 
inflammation and sloughing of the gums, which at first led 
to a misapprehension of the nature of the cases. 

* Med.-Chir. Trans., vol. Ixxxi, p. 343. 
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Both of the present cases were children under puberty. 
The course was in both cases a matter of a few months : three 
months in the boy, and perhaps three months and a week in 
the girl. 

The lymphatic glands were in neither instance markedly 
enlarged. In the boy, after two months' illness, the " glands 
in the groin are slightly enlarged ; '' and at the post-mortem a 
month later it is stated that "the lymphatic glands are not much 
enlarged." In the girl, after six weeks' illness, while other 
organs were much involved, there were no very large glands 
in the neck, groins, and axilla ; one the size of a pea could be 
felt in the right posterior triangle, and in each groin one or 
two slightly smaller. 

In regard to the remaining conditions, the boy and girl 
present a close likeness in the remarkable enlargement of the 
various secretory glands. 

In both the parotid and submaxillary glands were early 
involved, and the liver and spleen were much enlarged. In 
the boy the kidneys were more than three times the normal 
size of adult kidneys ; but in the girl they were not obviously 
big a month before death, and no post-mortem was made. 

In the boy a remarkable feature was the enlargement of 
the lachrymal glands, which could be felt and seen projecting 
under the supra-orbital ridges comparatively early in his ill- 
ness. Post mrortem they were found to present hard, firm bodies, 
and one of them measured 1 inch by | inch diameter. 

In the girl, on the other hand, a noticeable feature was the 
size of the mammae. When I saw her in the sixth week of her 
illness these were large and prominent — not perhaps larger 
than may be seen in other well-developed girls of her age ; 
and moreover she was a big strong girl, who could. Dr. Tanner 
tells me, lift the cook, a big woman, and carry her round the 
room. But the glands were not only large, they were hard, 
nodulated, and each presented a large, tortuous vein, indi- 
cative of unusual growth or activity. 

In the further progress of the cases the disturbances which 
commonly result from these allied conditions ensued, namely, 
dropsy and haemorrhages. 

The boy in his last days suffered from haemorrhage in the 
gums, echymosis of the eyelids and conjunctiva, and a final 
haematemesis, while considerable haemorrhages were found 
j)0ftt mortem in the kidneys. 

The girl had dropsy of the feet, legs, and abdomen, and 
haemorrhage from the uterus and epistaxis. 
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At the pofit'-mortem of the boy Dr. Bryant found a 
pronounced infiltration with lymphocytes of the connective 
tissue of every organ, namely, the kidneys, heart, liver, spleen, 
supra-renal capsule, pancreas, thymus, parotid gland, and 
lymphatic glands. 

Leucocytosis was present in each case, and the prevailing 
leucocytes were of the lymphatic variety ; that is, they were 
lymphocytes. 

The dates of the occurrence of the lymphocyte excess 
seem to have been different ; at any rate in the boy, when 
he had been two months ill, and the liver, spleen, parotid, and 
submaxillary glands were much enlarged with what histo- 
logical examination subsequently showed to be lymphocyte 
infiltration, the blood showed only 15,000 lymphocytes per 
c.mm. — an estimate not much above the normal. This, however, 
was not a mere leucocytosis, since the blood-count showed that 
55 per cent, of the leucocytes were lymphocytes. 

About ten days later, however, the leucocytes had risen to 
50,000 per c.mm., of which 97 per cent, were lymphocytes. 
This number is of course not extreme, but it is probable that 
in the remaining eighteen days of his life the leukaemia 
became still more pronounced. 

In the case of the girl no estimate of the leucocytes per 
c.mm. was made, but the appearance of the film taken in the 
sixth week of the illness, when the parotid, liver, spleen, and 
mammae were enlarged, and the child's cardiac distress was 
considerable, gives the impression that the leucocytes must 
have been very much more numerous than the number esti- 
mated in the former case. 

I do not, upon the slender basis of these two cases, propose 
to solve the many questions as to the nature and varieties of 
leukaemia. They are in agreement with other recently 
published cases in their rapid course and in the comparatively 
slight enlargement of the lymphatic glands. 

The broad distinction between typical spleno-medullary 
leukaemia and the present cases, which lies in the presence of 
myelocytes in the former and of lymphocytes in the latter, 
seems justified, but the theories as to the source of the 
leucocytes in both cases may be debated. It has been argued 
that the polymorphonuclear leucocytes naturally arise from 
myelocytes in the bone-marrow, and that myelaemia is the 
result of a primary disease of the bone-marrow. On the 
other hand, the multiplication of lymphocytes, as seen in the 
present cases, is referred to a primary aberration on their part 
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rather than to disease of any one organ. What these cases, 
with others, seem to suggest is that lymphatic leukaemia, 
lymphocythaemia, or lymphaemia, is not primarily a disease of 
the lymphatic glands. This is shown by the great enlarge- 
ment of the various organs, shown post mortem to be due to 
lymphocyte infiltration, at a time when the blood contained 
only a moderate excess of these elements and the lymphatic 
glands were scarcely enlarged at all. If these lymph-glands 
were the sole factors or the chief factors of the corpuscles, it 
seems incredible that they should not have shown some 
obvious signs of the excessive discharge of their functions, and 
the blood should not have earlier or more abundantly changed 
with them. 

Of organs directly related to the blood there remain the 
thymus and the spleen. The spleen was not prominently 
enlarged during life, and was only three times the normal size 
on post-mortem. But the thymus, with its persistence and 
enormous size taken together with its morbid enlargement in 
some other leukaemic cases, may possibly be suspected of 
some share in the pathology of the complaint. 

The illness in these two cases occurred at a time when 
normally the thymus was still present, if, as stated by Sir 
John Simon, it remains more or less perfect up to eight or 
twelve year^ and only entirely disappears about the twentieth 
year. But I find that the thymus was present in the four cases 
recorded by Drs. Bradford and Shaw which were submitted 
to post-mortem examination. In the man aet. 30 it measured 
3 inches by 1^ inches ; in the man aet. 58 it was persistent ; in 
the youth aet. 19 it measured 3 inches ; and in the boy aet. 7 
it was present, but not particularly enlarged. 

The relative enlargement of the glands in the girl agree in 
the main with what was found in the boy. The liver, spleen, 
mammae, and salivary glands were very large, with a con- 
siderable leukaemia, when the lymphatic glands were little, if 
at all, above the normal. I have no information as to the 
thvmus. 

The similarity of the two cases lies in the early enlarge- 
ment by lymphocyte infiltration of the different glands, and 
especially of the secretory glands of the racemose type, such 
as the lachrymal, salivary, and mammary glands. 

They differ from the cases published by Drs. Bradford and 
B. Shaw in the fact that there was sloughing of the gums 
or gingivitis, and in the lymphocytes being of the small 
variety; but in many other respects — their acute course 
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and the insignificance of the enlargement of the lymph- 
glands — ^they resemble them. Whether this difference in 
the condition of the gums is essential may be doubted. An 
undue liability to suffer infection by destructive organisms 
may exist in all and be realised in some of the cases only. 
HaBmorrhage at least occurred from the gums in the boy. 

Fever was not a prominent feature in either of the cases. 
In the last four days of the boy^s life the temperature was 
between 100° and 102°, but on the six preceding days it. was 
only between 98° and 99°. Only on six occasions (from 
hourly observations) rising above 99°, and never higher than 
101°. 

The girPs temperature was not fully recorded, but she was 
not febrile till near the end of her illness. 



PLATE IV. 
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Illustrating Dr. Frederick Taylor's Case of Leucocythaemia. 
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IX. — A Case of Post-operative Hernia treated by the 
Introduction of Prepared Silver -ivire Filigree. By 
Laweie McGavin. Read November 27, 1903. 

THE use of prepared silver-wire filigree for the cure of 
jDOst-operative umbilical and other herniae is of com- 
paratively recent introduction; and, although I am aware 
that many surgeons, among whom may be mentioned Schede, 
Witzel, Barker, and others, have endeavoured to overcome 
the difficulty of closure of large deficiencies of the abdominal 
wall by the weaving in of silver wire in the course of the 
operation, or by simple forcible apposition by sutures of the 
same material, I am as yet unaware of the performance of any 
operation in this country in which the method suggested and 
practised by Willard Bartlett in America has been employed ; 
a method which I think has much to recommend it, and 
which consists of the introduction into the tissues of a pre- 
pared network of silver-wire filigi'ee. Having recently had 
the opportunity of applying this method, I am tempted to 
bring the case before the notice of the Society, partly as one 
of clinical interest, but chiefly in the hope of hearing the 
experience of other surgeons on the subject with which this 
paper deals. 

The historv of this case is as follows : 

The patient, who first came under my care in July of this 
year, is a woman aet. 45, of spare build, healthy in every other 
respect than that for which she came to me, and having the 
prospect of many years of active life before her, but for her 
hernial condition. 

About fifteen years ago, while in Australia, she underwent 
an operation for the removal of a fibroid tumour of the 
uterus ; this was apparently incomplete, and Apostoli^s method 
was tried ; subsequently a pelvic abscess developed, the wound 
broke down, and in a few weeks a ventral hernia commenced 
to form. 

On inspection I found the abdominal cicatrix much 
stretched and thinned out, primary union having obviously 
failed ; and her condition one of great discomfort and con- 
siderable danger. On causing her to stand up the whole of 
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the supra-pubic region bulged markedly forwards and assumed 
a roughly lobulated appearance, the actual dimensions of the 
swelling being five inches vertically from immediately above 
the pubes and about four and a half in the transverse 
direction, the centre being rather to the left of the middle 
line. The skin was not adherent to the mass, but beneath it 
were four or five hard lobulated tumours, some of them as 
large as a walnut, which were persumably composed of 
omentum. On coughing the tumour bulged at a point two 
inches below and to the left of the umbilicus, and here bowel 
could be felt and partially reduced. The hernia was tender 
to pressure, and the patient complained of increasingly 
frequent attacks of painful dragging sensations when walking 
or standing. Frequency of micturition was rather trouble- 
some and showed signs of becoming worse, and at times there 
were griping pains on defecation, accompanied by nausea and 
sometimes by retching. No part of the tumour could be com- 
pletely reduced, and it was clear that if such reduction was to 
be brought about by operation, a considerable amount of 
tissue would have to be sacrificed, and the prospect of a 
permanent cure was therefore very slight. 

I accordingly determined to deal with the case by Bart- 
lett^s method, and following the directions of that author,"*^ 
I manufactured a filigree of silver wire, using No. 27 gauge, 
and making about twenty loops on each side ; when finished it 
measured five inches in length by two and a half in breadth. 
This was washed in ether and thoroughly sterilised. 

At the operation I found the recti muscles separated by 
about four inches, the stretched and thinned-out fascia 
between them being cribriform, and having five or six large 
masses of fibroid omentum projecting through its meshes, all 
of them being densely adherent; at the point of bulging 
above mentioned a knuckle of bowel presented, and this 
could not be reduced. The abdomen was opened just 
below the umbilicus, and by inserting two fingers I was 
able to free the omentum, of which I removed a considerable 
portion, and reduce the bowel ; I then excised the whole of 
the intermuscular sheet of expanded and cribriform peri- 
toneum and fascia, only retaining as much of the former as 
was normal in appearance. 

The edges of the peritoneum could barely be made to meet 
owing to the tension, the suture repeatedly tearing out, and 
the same difiiculty was met with in the muscular wall. I 

* The Annals of Surgery, 1903. 
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next stripped up the edges of the peritoneum from the over- 
lying tissues sufficiently to allow of the introduction of the 
margins of the filigree on each side, and placing it upon the 
peritoneum, fixed it lightly in position with two very fine 
catgut sutures passed round the central stem of the filigree 
and through the peritoneal junction. The muscles, which, as 
above stated, could barely be brought together, were then 
approximated by a form of removable deep suture with which 
I have been for some time experimenting, and which I have 
elsewhere described,''*' five stitches in all being introduced. 
The scar tissue in the skin was then removed, and the wound 
closed in the usual manner. 

The deep sutures were removed at the end of a week and 
the superficial at the end of ten days, the patient being kept 
in a firm abdominal binder. 

The subsequent history is uneventful ; she was upon the 
couch on the fourteenth, and left the hospital on the twenty- 
first day, having been perfectly comfortable, and having felt 
no inconvenience from the presence of the filigree. Her 
frequency of micturition had completely disappeared, and 
the bowels were acting without difficulty or discomfort. 

It is of course as yet much too early to claim this case as 
a cure, but, seeing the excellent results obtained by the 
American surgeons in this branch of operative surgery, it is, 
I think, reasonable to suppose that, given a primary union of 
the wound and an uncomplicated recovery, such an event may 
be looked upon as a practical certainty. 

As the method has been so recently brought before the pro- 
fession, it would be out of place for me to do more than report 
this case and show the subject of the operation, but I believe 
that it promises, if properly conducted, to place within our 
grasp many cases of hernia of all varieties which have 
hitherto been considered to be outside the pale of practicable 
surgery. 

The chief points at which the operation aims are the 
saving of time, the discounting of tension between muscles 
when they can be brought together, and the presence of an 
unavoidable gap when they cannot, by the insertion of a light 
metal meshwork, which is rapidly incorporated in the living 
tissues; and lastly, the complete and permanent cure of a 
condition which has too often been seen to recur after treat- 
ment by less perfect methods. 

* Lancet, April 23, 1904. 
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Should it be found impossible to get the edges of the 
peritoneum to come together, the difficulty could easily be 
met by the use of a large omental graft lightly sutured to the 
edges of the gap, than which it should be rather larger, so as 
to overlap to the extent of about a quarter of an inch all 
round ; or if there should be danger of the graft dying on 
account of its size the omentum might be utilised to fill in the 
gap ; but in this case the filigree should be rather more 
accurately sutured to the peritoneum. 

In conclusion, I might point out that the above method 
has been very severely tested, and its efiiciency demonstrated 
by Bartlett, who reports the success of a case in which the 
portion of abdominal wall involved consisted ultimately of 
nothing more than peritoneum, filigree, and skin, the muscles 
refusing to come together. The case did well, and the patient 
remains sound two years after the operation. 

An operation which seems to promise relief to a host of 
sufferers f j:om a condition which in the majority of cases 
cripples their daily work and in many renders their lives a 
burden to them, seems to me to call for a more extensive trial 
and wider publicity at the hands of those surgeons who are 
in the position to submit such cases to this method. 
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X. — Congenital Narrowness of the Pyloric Chnfice: a 
Cause of Chronic Gastric Disease in the Adult ; illus- 
trated by seven cases successfully treated by operation. 
By A. Ernest Maylard, M.B., B.S.Lond. Bead 
December 11, 1903. 

IN operating upon various cases of chronic gastric derange- 
ment I have met with a condition of the pyloric orifice that 
seemed to me not only sufficient to explain the symptoms 
which existed, but to suggest that the condition itself was 
probably of congenital origin. 

I shall possibly best introduce the subject by first nar- 
rating the history of the cases upon which the subsequent 
observations are based. It might be reasonably contended 
that the fullest details of every case should be given in order 
to eliminate all causes that might be considered, were they 
present, to offer an explanation other than that which I shall 
venture to give. But I am compelled, in order to bring my 
contribution within reasonable limits, to introduce only such 
salient features in each case as appear to me fairly to support 
the views I hold. The cases are seven in number. 

Case 1. — Mrs. A. B., aet. 31. Gastric symptoms com- 
menced when twenty-four . years old ; were of a simple 
dyspeptic character. Later the symptoms were those of 
chronic gastric catarrh; much mucus present both in vomit 
and in motions ; much emaciation, and relief only obtained by 
lavage; food generally caused pain. Dilatation occasionally 
present. No history of haemorrhage. Patient in good station 
of life, and unable to account for the early appearance of her 
symptoms. 

Operation on May 14, 1902, in private home. Direct 
external examination of stomach negative. Internal exami- 
nation : Mucous membrane livid and coated with much mucus. 
Pyloric orifice with rather tight ring admitting index finger 
with difiiculty. Posterior gastro-jejunostomy performed. 
Eighteen months after patient in excellent health, in every 
way a different woman. 
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Case 2. — Miss B. C, aet. 46. Gastric symptoms as 
long as she can remember, chief symptom being occasional 
attacks of vomiting after food not accompanied with pain, 
bat food causes a sense of weight in the epigastrium. 
Dilatation takes place if careful attention is not paid to diet 
and lavage practised. Patient much emaciated and in general 
feeble health. No history of haemorrhage, nor can any 
reason be assigned for the commencement of her early 
symptom. In a comfortable position in life. 

Operation on June 5, 1902, in private home. Direct 
external examination of stomach and pylorus negative ; in- 
ternally a uniform ring-like constriction admitting about a 
No. 12 urethal catheter. Posterior gastro-jeiunostomy. 
Fifteen months after, considerable and continued improve- 
ment. 



Case 3. — Miss C. D., aet. 20, one of a very healthy 
family. Gastric symptoms commenced when fourteen years 
old in the way of ill-defined indigestion — the tolerance of 
certain foods and not of others. Latterly pained by food and 
relieved by lavage. Any indiscretion in diet brought on 
symptoms and cai;sed gastric dilatation. No history of 
haemorrhage nor any other cause to explain why she should 
difEer from other members of family, who were all healthy. 
She lived in a good station of life. 

Operation on October 20, 1902, in private home. Direct 
external examination of stomach negative ; internal examina- 
tion : pyloric orifice contracted by a uniform ring-like con- 
striction which would only admit the apex of the index 
finger. Posterior gastro-jejunostomy. Twelve months after 
in good health. 

Case 4. — Miss D. E., ast. 27, one of a healthy family. 
Gastric symptoms as long as she can remember ; a feeling of 
weight and general discomfort after food ; no pain nor vomit- 
ing, but attention to diet and occasional lavage always gave 
relief. The food took, as she said, about six hours to pass 
out of her stomach. Dilatation marked. No history of haemor- 
rhage nor other cause to account for the onset of her 
symptoms. In very good position in life. 

Operation on October 30, 1902, in private home. Direct 
external examination of stomach and pylorus negative ; in- 
ternal examination : pyloric orifice a uniform, narrow, tense 
ring which only admitted tip of index finger. Gastro- 
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jejunostomy performed. Twelve months after, improve- 
ment and continuing, but so far not so marked as the other 
cases. 

Case 5. — M. R., aet. 21. Gastric symptoms commenced 
when sixteen years old, and consisted of pain and vomiting 
an hour after food. Dieting improved her condition, but 
return to ordinary food brought on the attacks. Treatment 
never produced more than temporary improvement. No 
history of haemorrhage nor other cause to account for onset 
of symptoms. A dressmaker by occupation. 

Operation on November 7, 1902, in Victoria Infirmary. 
Direct external examination of stomach and pylorus nega- 
tive; internal examination: pyloric orifice uniformly con- 
tracted, admitting only the apex of the index finger. 
Posterior gastro-jejunostomy performed. Twelve months 
after, never better in her life and back to her work. 

Case 6. — Miss B. F., aet. 27. Gastric symptoms com- 
menced a year and a half ago, mostly with pain after food. 
She found that by limiting herself to milk and fluid diet she 
was freed from any discomfort, but any attempt at a return 
to ordinary solid diet caused a recrudescence of her symptoms. 
She always noticed that small quantities agreed with her 
much better than large. Dilatation was occasionally present. 
No history of haemorrhage nor of other cause to explain 
onset of symptoms. Was of good complexion, and fairly 
well nourished. In good social position. 

Operation on November 27, 1902, in private home. Direct 
external examination of stomach and pylorus negative ; in- 
ternal examination : pyloric orifice uniformly contracted to a 
narrow ring which hardly admitted the apex of the index 
finger. Posterior gastro-jejunostomy performed. Twelve 
months after in excellent health. 

Case 7. — S. K., aet. 27. Gastric symptoms commenced 
nine years ago, and were mostly of a simple dyspeptic charac- 
ter; pain and vomiting sometimes present. Can only take 
milk and soups ; solids, as butcher^s meat, etc., caused pain 
and were vomited. Test breakfast showed free hydrochloric 
acid, and inflation marked distension. She is of a fresh 
colour and fairly well nourished. No history of haemorrhage 
nor other cause to account for onset of symptoms. Is a shop 
assistant by trade. 

VOL. xxxvii. 5 
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Operation on September 15, 1903, in Victoria Infirmary. 
Direct external examination of stomach and pylorus nega- 
tive; internal examination revealed a tight and uniformly 
ring-like constriction of the pyloric orifice which the index 
finger could not enter without force. No thickening or 
irregularity present to suggest old ulceration. Posterior 
gastro-jejunostomy performed. Two months after was in a 
convalescent home showing marked signs of improvement. 

(In operating upon these and in most of my other gastric 
cases I have to acknowledge the kind and valued assistance 
of my friend Dr. J. Grant Andrew.) 

The first point to which I should like to draw attention is 
the particular character of the constricted orifice met with in 
these cases; and before doing so I ought perhaps to state 
what may be considered the normal condition of the orifice as 
met with by the surgeon on the operating table. Under com- 
plete anaesthesia the gastric parietes are more or less flaccid ; 
the pylorus externally presents a line of somewhat deeper colour 
than the neighbouring parts ; only the faintest constriction is 
visible, the duodenum often passing so imperceptibly into the 
stomach that it is only by the tactile sensation offered by the 
sphincter that the exact seat of the pylorus is detected. 
There is no constancy in the amount of induration, if I may 
so express it, which the pylorus presents ; a fact which seems 
to suggest that though the patency of the canal may be quite 
normal there may be great differences in the developmental 
condition of the sphincter — differences possibly dependent 
upon the same physical causes, which may naturally affect 
other parts of the body. I have little doubt that this variation 
has led to the difficulty experienced by some of determining 
whether the greater thickness met with in one case as com- 
pared with another was or was not due to some undue hyper- 
trophic or inflammatory cause. I am, however, convinced 
that this variation is quite normal, and may exist within con- 
siderable limits. Regarding the calibre of the pyloric orifice, 
I have always found that while the index finger passes easily, 
it has conveyed to it the sense of a uniform, narrow, elastic 
ring, which feebly embraces, and seems to roll over the finger 
as it is gently pushed onwards. I should consider from 12 to 
15 mm. as the normal calibre of the canal during life and 
under relaxation. If you look at a section of the pylorus, 
such, for instance, as is given in Quain's Anatomy, by Allen 
Thomson, a sensation such as that above described is what 
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might be reasonably expected. A uniform ring-like projection 
of mucous membrane is seen, containing within its folds of 
reduplication circular bands of muscle-fibre. 

When in my earlier cases I first met with the abnormally 
narrowed condition of the canal, I was inclined to believe 
that if not due to chronic spasm, it was the direct result of 
the introduction of the finger into the pylorus ; that such a 
solid substance as the finger within the stomach cavity was 
•certainly likely to stimulate contraction of the pylorus, whose 
very function is to resist the passage of such indigestible 
objects as my finger presented. However, I had on one 
occasion when operating a very striking illustration of what 
both the stomach and pylorus are like under contraction. I 
had the stomach partly withdrawn from the abdomen with 
the pylorus in view; the patient seemed to suddenly come 
out of the anaesthetic, when an almost violent contraction of 
the gastric parietes took place, causing a little of the 6lear 
fluid within the stomach to be forcibly spurted out. Imme- 
diately there followed contraction of the pylorus, which 
assumed the appearance of a rigid structure about two inches 
in length and about the circumference of the ring finger. 
Pressing the anaesthetic soon relaxed the parts, and it was 
under this relaxed state that I felt a narrow uniform ring- 
like constriction at the pyloric orifice incapable of admitting 
the apex of the index finger. 

It was the information gained in the observation of this 
particular case that led me first to doubt that these narrowed 
orifices were spasmodic in character ; rather that they owed 
their existence more to some abnormality in development than 
to any acquired cause. 

As to the nature of this abnormality, I am inclined to 
regard it as due to an excess of reduplication of the pyloric 
fold whereby the valve width is increased, but the orifice 
correspondingly diminished; that it is therefore purely 
anatomical and congenital in its origin. Such a definition 
entirely fits in with the facts revealed in the various cases 
above narrated. For the obstruction was always perfectly 
uniform, and simply gave the impression that it was abnormally 
small, and the smaller it was the greater the resistance it 
offered to the introduction and passage of the finger. Further 
it may be noted that resistance was in no sense like that of 
non-giving cicatricial tissue. That, as is well known, rarely 
gives way, except with laceration, while in most of these 
cases, with the exception possibly of the most extreme, the 
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ring gradually gives like an elastic bani over the advancing 
finger. If I have been right in the construction which I have 
ventured to put forward regarding the nature of this obstruc- 
tion, then it is possible to conceive how we may have solely 
as the result of development any calibre of the pyloric orifice 
between that which we consider as normal and that which 
will admit only a small sized ordinary urethral catheter. 

Before passing on to the more clinical aspect of the sub- 
ject I ought perhaps to indicate that these cases of pyloric 
obstruction in the adult in no way come under the category 
of that form of obstruction occasionally met with in earliest 
infancy. The so-called " congenital stenosis '^ of that period 
is of the nature of a very definite thickening of the pyloric 
region, and so quite distinct from the condition at present 
under discussion. While much has been written about this 
form of obstruction at the earliest period of life, very little 
appears to be mentioned of the particular kind specially re- 
ferred to here. 

I should say, before proceeding further, that although 
ignorant of the fact when I first met with the condition that 
I have just described, subsequent investigation into the sub- 
ject has brought to my notice the description of this same 
appearance of the parts by others. Landerer, quoted by Maier 
(Virchow's Archiv, Bd. 102, p. 413), seems to have been the 
first to draw attention to this simple narrowing of the pylorus 
anassociated with any marked thickening or other changes 
connected with the part. Maier discusses this same con- 
genital abnormality, and also indicates very clearly other 
appearances equally of a congenital origin. Maier^s cases 
numbered twenty-one, and were post-mortems upon patients 
who had died mostly from other causes than those connected 
with the gastric condition. In some a definite history of 
stomach trouble was known to exist during life. While 
Maier's paper deals essentially with the anatomical and patho- 
logical conditions, it is also intended to indicate the clinical 
symptoms which may be present during life, and to suggest 
that due regard be had to their possible significance in this 
particular connection. For some years therefore the possi- 
bility of chronic gastric disturbance in the adult, dependent 
upon an abnormal narrowing of the pylorus, has been recog- 
nised ; but it is only comparatively recently since surgery has 
attacked the stomach during life that the cause and its effect 
have come to be more exactly noted and still further treated. 
The subject is briefly referred to by Mayo Robson and 
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Moynihan in their work on Diseases of the Stomach, a very 
typical case illustrative of the condition being described. 
The patient was a male, aet. 24, who had suffered from in- 
digestion for five years, which had commenced gradually and 
painlessly. When operated upon his symptoms were typically 
those of obstruction at the pylorus, and it was for this that he 
was treated. But the peculiarly simple and uniform nature 
of the obstruction — admitting only with difficulty the little 
finger — seems to have led the authors to regard this case as 
one of congenital narrowing of the pyloric orifice. 

The simplest way, it seems to me, of considering the 
clinical aspect of the subject is to view the matter from the 
point of view of an obstruction at the pylorus, for the 
symptoms which arise from this must depend not only upon 
the calibre of this orifice — whether it is only slightly contracted 
or very markedly so, — but upon the very build and constitu- 
tion of the patient. Given the same amount of abnormal 
development of the pyloric valve in two persons, there may 
be the utmost difference as to the time of appearance of the 
earliest symptoms and their special character and severity. 
The stomach of a well-developed, constitutionally healthy 
patient would probably overcome the obstruction and be free 
from symptoms to a much later period in life than one not so 
physically robust, and then when symptoms did appear in 
each case they might be totally distinct. I merely mention 
these matters in a general sort of way to show how extremely 
difficult must be the question of diagnosis. 

Diagnosis. — In reviewing the cases I have briefly narrated 
there are not two that can be said to have presented symptoms 
of any marked similarity either in the initial or the later 
stages of the disease. It is no doubt due to this variableness 
of the symptoms that has served to mark the true cause of 
them. As an illustration of this I may instance the first of 
my cases, that of Mrs. A. B. She was a patient of Dr. 
Alexander Shi els, of Glasgow, who asked me to see her with 
him in consultation. Her symptoms were solely those of 
chronic gastric catarrh, from what cause it was not possible 
to ascertain. The amount of mucus discharged from the 
stomach was at times so large that it clogged the tube used 
for gastric lavage. Nothing but the very simplest and most 
meagre diet could the stomach stand. As seen at this time 
she was in a wretched state of health, and, although in a 
position to have all that means could supply, no permanent 
improvement had ever been attained by treatment. 
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We discussed the case very fully, and I must own to a sense 
of reluctance at the time either to propose or accede to opera- 
tion. Would the performance of a gastro-jejunostomy give 
the stomach rest sufficient to enable it to recover from its 
chronically inflamed condition? Dr. Shie^ls seemed settled 
in his own mind that it was the right thing to do ; his opinion 
being based on the success which he had seen follow operative 
treatment of a similar condition. Strange, therefore, as it 
may appear to some, the physician and not the surgeon was 
the one who advised operation. I accordingly performed a 
gastro-jejunostomy. Improvement was not immediate, but at 
the end of about six months progress, which had been slow, 
became rapid, and, without going into further details, this 
lady, at the end of eighteen months, was almost in what one 
might term robust health. The chronic catarrh in this case 
was evidently the result of many years of irritation, dependent 
upon the detention of food in the stomach by the narrowed 
pylorus. 

The symptom of dilatation is a very variable one, some- 
times present, sometimes not. What is usually found is that 
so long as the stomach is systematically washed out and only 
fluids and easily digested substances taken, no dilatation takes 
place ; but on any liberty in diet or relaxation of treatment, 
dilatation becomes manifest. 

A sense of weight in the epigastrium is often a striking 
symptom after food, and in some instances no relief was 
obtained until the contents of the stomach was either artifici- 
ally or naturally removed. In one case the patient said her 
food usually took about six hours to digest. 

There is nothing really pathognomonic about these 
symptoms, but the most suggestive I would consider the 
following : 

1. The existence of obstinate gastric symptoms during 
young adult life, not to be accounted for by any of the usually 
recognised causes, functional or organic. Often the patients 
are in a good social position where neither excess nor 
deficiency in the necessities of life exist, and often, too, the 
sufferer is one only of a family otherwise healthy in all its 
branches. 

2. The patients are mostly women under the normal 
standard both in stature and build. It is only somewhat 
natural to suppose that this is likely to be so, because an amount 
of development of the fold which in a viscus of naturally large 
size might not be sufficient to produce obstruction would 
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certainly do so in one of less dimensions. My cases were all 
women of comparatively small build, and on account of the 
usually smaller stature of the female as compared with the 
male, we may reasonably suppose that the former are more 
likely to suffer from any undue narrowing of the pyloric 
orifice than the latter. 

3. Another feature of diagnostic significance is the great 
improvement it is always possible to effect by dieting, but the 
certainty with which any return to a normal state of living 
will call forth a renewal of the symptoms. This was most 
strikingly borne out in my cases. 

As to the question of — 

Treatment. — As has just been stated, it is possible to greatly 
improve the patient by attention to all those means usually 
employed for the same symptoms arising from other causes. 
I think it must be that owing to the improvement it is thus 
possible to effect, many men have been led into the erroneous 
belief that a cure has been attained where really nothing more 
than temporary relief has resulted. Dissatisfied after a time 
in not being permanently cured, the patient seeks advice 
elsewhere, and so leaves his or her original attendant in the 
erroneous position of believing he has effected a cure. Certain 
it is that some of my patients had seen as many as half-a- 
dozen separate medical men ; and, as I personally know, some 
of these gentlemen have been indignant at hearing the patient 
has been operated upon for symptoms which they considered 
perfectly curable by the ordinary medicinal measures. 

Operation is of course the only means of cure. It is not 
absolutely necessary in all cases, as a patient may by careful 
attention to diet doubtlessly live for years, and eventually die 
— as they did in some of Maier^s recorded c^ses — of diseases 
quite unconnected with the stomach trouble. In nearly every 
case, however, it must be more or less an invalid existence. 

Of the three operations which may be performed — pyloro- 
plasty, pylorodiosis, and gastro-jejunostomy, — I have little 
hesitation in saying that the last is the proper one to adopt. 
It was successfully employed in my seven cases. Relief may 
be more or less immediate, but often it takes months to effect a 
cure. Where the stomach has been deranged for years care- 
ful treatment must be carried out for some time after the 
operation. So important and so frequently executed is this 
operation that I should like just to add a few remarks with 
regard to it. What is frequently and quite properly asked is, 
"You may perform your operation quite successfully and 
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reKeve the symptoms, but what about the new relationships 
established — are they of themselves ever likely to cause 
trouble?" I say that it is quite a proper question to ask, 
because unless we can honestly feel that the artificial and 
unnatural connections we are establishing can of themselves 
in no way interfere with the future welfare of our patients, 
we ought probably to limit our practice to cases of absolute 
necessity and not employ it where the question is one merely 
of expediency. It would take far too much time to discuss the 
many points in connection with the performance of this 
operation, but after trying many methods and variations of 
detail, all aimed at procuring the most perfect immediate 
and remote ends, I have come to regard the following as the 
best. It is based solely on the attempt to leave the parts after 
operation as much as possible in their normal anatomical 
relation. 

An oblique incision is made through the skin, commencing 
about one inch below the right costal margin and one inch to 
the right of the middle line, and extending for from three to 
four inches across the middle line downwards and outwards 
at a distance of about an inch from the left costal margin. 
By this incision the right rectus is divided for about half an 
inch and the left for two or three inches. The pylorus is 
exposed, and an easy examination of the stomach afforded. 
The division of the rectus muscle I consider of no importance ; 
what, however, I do think necessary towards the attainment 
of a perfect cicatrix is the union of the anterior and posterior 
layers of the rectus sheath by separate lines of suture. I 
have not failed once in obtaining a perfectly sound and non- 
giving cicatrix by this method. 

The posterior operation by simple suture is the one, with 
few exceptions, practised. After withdrawing and turning 
upwards the stomach and transverse colon, the mesocolon is 
teased through and its edges secured by three or four stitches 
to the posterior wall of the stomach, which is made to present. 
The jejunum is picked up, closed to the duodeno-jejunal bend, 
applied to the stomach, and stitched to it for about three 
inches, the direction being such that when the stomach is 
replaced it and the united bowel still occupy much the same 
relation as before union. The opening of communication 
about one and a half inches long is made close to the great 
curvature, so that it comes to occupy the most dependent part 
of the viscus, and has also an inch or two of stitched surfaces 
above it. Thus it will be seen that no " angulation " of the 
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gut is possible ; there is no long loop of proximal bowel to 
become *^ water-logged " and possibly cause trouble in the 
remote future ; there is no need for an entero-enterostomy, 
and as the bile and pancreatic juices very soon mix with the 
gastric juice there is little fear of the formation of peptic 
ulcers in the distal limb. The ejection of bile into the 
stomach never takes place, because the method of attachment 
adopted causes it and the pancreatic juice to be shot past the 
opening into the more readily accessible channer below. The 
method, practised now for more than a year, has been followed 
by an entire absence of all untoward symptoms, and I believe 
ensures against any complications in the future. 

In conclusion, let me sum up my remarks by saying — 

1. That there exists a considerable class of patients in 
young adult life who owe their chronic gastric trouble to a 
congenital narrowness of the pyloric orifice. 

2. That this " narrowness ^' is due in many cases to an 
undue development of the pyloric valve lessening the calibre 
of the orifice to anything between the normal of 12 to 15 mm. 
and 2 or 3 mm. 

3. That the proper treatment is gastro-jejunostomy per- 
formed with due regard to the normal disposition of the 
parts after operation. 
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XI. — 07ie Hundred Gases of Gastro-enterostomy for 
Simple Ulcer of the Stomach and Duodenum. By 
B. G. A. MoYNiHAN, M.S., F.R.C.S. Bead JDecembei^ 
11, 1903. 

DURINGr the last few years I have operated upon over 160 
patients for diseases of the stomach and duodenum. The 
cases include examples of malignant disease treated by gas- 
trectomy, partial or complete, or by gastro-enterostomy, of 
hour-glass stomach, of perforation of ulcers, and of chronic 
ulcers of the stomach which were in need of surgical treat- 
ment for one reason or another. 

Up to October 1, 1903, I had performed gastro-enterostomy 
for ulcer of the stomach or of the duodenum exactly 100 
times. In the following paper I have attempted an analysis 
of this series of cases. 

It will be readily admitted that all the records in a long 
series of such cases are not of equal value. The experience 
which ripens with each successive case is not at the bidding 
of an operator at the beginning of his career. The earlier 
records are therefore imperfect ; many observations which 
would now be made were then omitted, as the need for them 
was not appreciated. 

The total number of operations was 100, the mortality two. 
Eighty-five cases were operated upon for chronic ulcer with 
intractable dyspepsia, or dilated stomach, with one death. 
Fifteen cases were operated upon for profuse and recurring 
haemorrhage, with one death. 

There were fifty-six females and forty-four males. The 
youngest patient, a female, was aged seventeen ; the oldest, a 
male and a female, were each sixty-two. The average age 
was thirty-five. 

In ten cases the induration around a chronic ulcer was 
so marked that I have recorded the presence of a " tumour." 

In two cases, both females, the patients said they had 
suffered from stomach troubles " all their lives,'' and that 
vomiting was present in early infancy. In the first there was 
pyloric thickening with complex adhesions, in the second I 
have noted that the pylorus was like a *^ thick and rigid 
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tube " ; in this case there were no adhesions. It is possible 
that in both a congenital malformation of the pylorus was 
present. 

In fifty-eight cases the presence of a single ulcer, or of 
the scar of a single ulcer, was noted. In twenty cases there 
were two ulcers, m four cases there were three ulcers, and in 
seven the ulcers are described as being multiple. This state- 
ment needs criticising, for I found as my experience grew 
that on more careful and more extended examination of the 
stomach on both anterior and posterior surfaces, a second or 
a third ulcer was frequently found that formerly would have 
.been overlooked. In the earlier cases, five in number, when 
the anterior operation of Wolfler was performed the posterior 
surface of the stomach was not examined. In ihe last fifty 
operations more ulcers than one were found in the stomach on 
twenty-two occasions. Duodenal ulcer was found alone in 
nine cases ; duodenal ulcer with one or more gastric ulcers in 
thirteen cases. Again, it should be said that the co-existence 
of duodenal and gastric ulcers was more often noticed in the 
latter cases. The great majority of the ulcers were in the 
pyloric third of the stomach. It was rare to notice one 
within the cardiac third. Adhesions which were noticed in 
twenty-one cases varied greatly in extent and in complexity. 
In two cases there was a history of the perforation of an 
ulcer, so diagnosed by the medical man in attendance; in 
both of these the whole stomach was densely adherent, and 
it was with difficulty that so much of the stomach was cleared 
as to allow of a gastro-enterostomy being performed. 

Fifteen cases were operated upon for haemorrhage. Of 
these one patient, aet. 62, died. The only other fatal 
case in this series was in a man set. 28. This patient 
died of a strangulated internal hernia. All the small 
intestine, with the exception of about fifteen inches of the 
lowest ileum, had passed through the opening ill the trans- 
verse mesocolon into the lesser peritoneal cavity, and had 
become strangled by the margins of the opening. In per- 
forming the operation upon this case I was conscious of 
having made the tear in the transverse mesocolon larger than 
usual. 

In several of the cases the patients complained of little 
more than severe intractable dyspepsia. It was quite an 
ordinary history for a patient to say that his or her trouble 
came on " in attacks ; " that in the intervals there was com- 
parative comfort, though solid food could not be freely taken ; 
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and that relief was sought because the attacks were becoming 
more serious and the intervale were shorter. Vomiting was 
often inconspicuous as a symptom, and in some cases the 
patient said that she had never vomited. On inquiry it was 
found that s^uch a patient had been compelled, owing to pain 
and the sense of impending sickness, to curtail the diet, to 
omit first one and then another article of food until little but 
milk or Benger's food was taken. Vomiting was not present 
because, it was never elicited. A patient who had vomited 
frequently and in abundance would often be entirely free 
from any sickness while resting under observation in hospital. 
In all, vomiting had been observed as a repeated occurrence 
in forty-four cases. 

Haematemesis had been recognised, apart from those cases 
operated upon because of the haemorrhage, in twenty-one 
cases. Melsena was observed alone in three cases, in all of 
which a duodenal ulcer was found. Haematemesis and melaena 
were observed together in six cases ; in four of these gastric 
ulcers alone were found, in two both duodenal and gastric. 

Pain was the most constant and the most distressing 
symptom. It appeared sometimes before a meal was finished, 
sometimes half an hour or an hour afterwards. A " hunger 
pain," a pain eased by the taking of food and appearing two 
to four hours after the meal, was noticed in cases both of 
gastric and duodenal ulcer, and was always associated with^ 
hyperchlorhydria. 

Haemorrhage was the immediate and determining cause 
of operation in fifteen cases. In all of these there had been 
symptoms of stomach troubles for a shorter or longer time 
before the onset of the bleeding. I have elsewhere discussed 
the various forms of haematemesis dependent upon gastric 
ulcer, and I need only say here that the points which deter- 
mine one to treat such a case surgically are the recurrence of 
the haemorrhage and its quantity. Several of these patients 
were in a desperate condition. In five of them saline intra- 
venous infusion was employed at the time of the operation; 
from three to five pints were given according to the patient's 
needs. The haemoglobin percentage was 18, 22, 25, 28, and 
33 in five of the most serious cases ; in the rest it was above 
this point, or was not recorded. In all these patients gastro- 
enterostomy alone, without the excision of the ulcer, was 
performed; in not one of them was there any trace of re- 
newed bleeding after the operation. There is without doubt 
a very remarkable tendency to spontaneous cessation in gas- 
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trie haemorrhage. In haemorrhage from what is known as an 
*^ acute " ulcer one of the most assured events is the spon- 
taneous cessation of the bleeding. Though the haemorrhage 
may be copious and most alarming, it is rarely fatal. In 
chronic ulcer the same tendency is noticed, and, indeed, in 
some cases in which an operation has been performed the 
ulcer has been found and the bleeding vessel has been seen 
plugged with a firm clot. The factor which determines a 
recurrence of the haemorrhage is, according tg my observa- 
tion, distension of the stomach. In one case I had to puncture 
the stomach to let out a large volume of gas before I could 
manipulate it and secure it with a clamp as a preliminary 
step in the performance of gastro-enterostomy. In all the 
cases upon which I have operated this distension of the viscus 
has been observed, and in some it has been phenomenal. It 
is, I consider, the stretching of the ulcer caused by the dis- 
tension of the stomach which is chiefly responsible for the 
repetition of the haemorrhage. In one case not in this series 
I have excised the ulcer. The question as to what is the best 
method of treatment in haematemeses treated surgically has 
been much discussed, and the question remains still unanswered. 
There are some who advocate the opening of the stomach and 
the search for the ulcer. There are others who, ignoring the 
ulcer, hasten to perform gastro-enterostomy in the belief that 
this will secure the spontaneous arrest of the bleeding. My 
own feeling is that if the ulcer is readily found, it may be 
excised, but in any case gastro-enterostomy should be per- 
formed as well. For the ulcer may be difficult or impossible 
to recognise; it may not be single; and if, therefore, one ulcer 
is excised another may be the source of the haemorrhage, and 
the haemorrhage continuing, may prove fatal. Two cases of 
this kind at least are recorded. That gastro-enterostomy will 
secure, or at least go far to securing, the arrest of the bleed- 
ing (by emptying the stomach, as I think) I submit that my 
record of cases undoubtedly shows. Whether, therefore, the 
ulcer be excised or not, a gastro-enterostomy ought certainly 
to be performed. 

In three patients regurgitant vomiting was observed ; in 
one of the patients the vomiting ceased on the tenth day after 
the stomach had been washed out once, in another the pain- 
less vomiting of bile continued for nearly a year, in the third 
case I was dissatisfied with the appearance of the anastomosis 
as soon as my suture was completed. There had been, about 
two years before the operation, a perforation of an ulcer in 
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the stomach, and there were the utmost complexity of adhe- 
sions all round the stomach, which greatly distorted its outline. 
There appeared to be a kinking at the point of junction of the 
jejunum with the stomach, and I was tempted to perform 
entero-anastomosis then and there. I did not do so, how- 
ever, but when vomiting of bile commenced, as I feared 
it would, directly the patient came round from the an- 
aesthetic, I reopened the abdomen and joined the afferent 
and efferent loops of the jejunum. 132 ounces of bile- 
stained fluid were vomited within fifty-four hours of the 
original operation; after the second operation there was no 
vomiting. The causes of the " vicious circle '^ or " regurgitant 
vomiting " have been difficult to discover. It was supposed 
that the presence of bile and pancreatic juice in the stomach 
excited the act of vomiting, but a case of my own in which, 
owing to a complete rupture of the bowel at the duodeno- 
jejunal flexure, I had to close the duodenal end and implant 
the jejunal into the stomach proves without question that 
these fluids are harmless. For in this case all the bile and all 
the pancreatic juice passed into the stomach, yet digestion pro- 
ceeded as before, and the boy ate well, enjoyed perfect comfort, 
and gained in weight. The correct explanation of the cause of 
regurgitant vomiting in some of the cases was first given by 
Mayo, of Rochester, Minnesota. He showed that if the anas- 
tomosis were made at some distance from the greater curva- 
ture on either the anterior or the posterior surface, a pool of 
fluid collected below the opening, and there, being stagnant, 
excited the act of vomiting. He urged that the anastomosis 
should always be made as close to the greater curvature as 
possible. Since making sure in all my operations that the 
lower end of the opening was at the greater curvature, I have 
never seen the vomiting of bile in any case. There are cases, 
however, to which this explanation does not apply. In these 
there is an acute kink at the point of anastomosis, and the 
symptoms are those of an intestinal obstruction high in the 
small intestine. In such circumstances the bile and pancreatic 
juice regurgitate into the stomach through the pylorus. 

Gastric tetany has been observed in greater or less severity 
in five cases. In three it was slight and affected only the 
hands and forearms and the calf -muscles. In two it affected 
these muscles, the neck muscles, and the abdominal muscles, 
and in both the patients experienced the utmost agony, one of 
them repeatedly expressing a hope that she might die to be 
spared future attacks. In one case tetany affecting the 
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hands and forearms was observed in a patient on several" 
occasions during the first few days after the gastro-enterostomy 
had been performed. This patient, who had a very dilated 
stomach and a markedly stenosed and thickened pylorus, told 
me at the time that she had never previously suffered from 
such attacks ; but within the last month she has called to tell 
me that a relative with whom she then lived had reminded 
her that she had suffered from cramps of the hands with the 
typical ^^ obstetric position " ten years before. Whatever the 
cause of gastric tetany may prove to be, there can be no 
doubt that the disease in its severer forms is a complication of 
old-standing dilatation of the stomach that can be prevented 
by the earlier performance in these cases of gastro-enter- 
ostomy. 

Chest complications were seen in three cases; in one there 
was a sharp attack of pneumonia, in two there was acute 
bronchitis. In one case, not in this series, of malignant 
disease of the stomach and in one case of hour-glass stomach 
acute pneumonia has followed the operation. The symptoms 
have begun about the end of the second or on the third day, 
and the acute stage has lasted about one week. Many theories 
have been suggested to explain the frequency of pneumonia 
after operations in the upper part of the abdomen. It has 
been attributed to exposure, to embolism, to the fixing of the 
upper abdomen by the patient in the unconscious effort to 
keep the wound at rest, and to the anaesthetic. Much has 
been written about this subject, but where there are many 
theories there is little knowledge. My own belief is that the 
pneumonia is septic in origin, and is due in most cases to the 
inhalation of putrid material from carious or unclean teeth. 
When a patient who is to have gastro-enterostomy performed 
comes to the hospital or to the nursing home, he or she is 
supplied, as a routine, with a toothbrush and a bottle of anti- 
septic mouthwash, and instructions are given that the teeth 
are to be brushed freely every two hours. In addition, all 
food given is liquid and is sterilised. If the patient is 
admitted on Monday at noon, for example, five grains of 
calomel are given on Monday evening, a saline aperient on 
Tuesday morning, and an enema on Tuesday night. The 
stomach is washed out on Monday evening or Tuesday morning, 
as is convenient, the washing being continued until the fluid 
returns quite clear, and a second washing takes place about an 
hour before the operation. The operation is done on Wednesday 
morning. The importance of the cleansing of the mouth and 
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of the sterilising of the food was conveyed to me by the work 
of my friend Dr. Harvey Gushing, of Baltimore. 

After the operation the patient, when in bed, is propped up 
in the semi-recumbent position by five or six pillows or by the 
bed-rest. If the patient is very ill and in urgent need of fluid 
nourishment, water, milk, or other fluid is given at once in 
small doses quickly increased. Saline enemata of five to six 
ounces, with or without brandy, are given every four hours, 
and a simple aperient enema is given every twenty-four hours. 
The toilette of the mouth is still carefully supervised. 

The anterior operation of Wolfler was performed in five 
cases, the posterior of von Hacker in. ninety-four cases, 
Roux^s operation in one case. My choice of this last method 
was due to the fact that, owing to the perforation of a duodenal 
ulcer for which I had operated several months before, there 
were many adhesions crippling the stomach and warping its 
outline. In a previous almost exactly similar case already 
mentioned, I had been compelled to reopen the abdomen and 
perform an entero-anastomosis. In any case of this kind in 
future I should adopt Roux's procedure. It is ideally perfect 
as a method of gastro-enterostomy. It reproduces almost 
exactly the normal conditions. Its sole disadvantage is that 
the time necessarily expended in the operation is at least ten 
minutes longer than in an ordinary posterior gastro-enterostomy. 
I am so satisfied, however, with the results of the posterior 
operation and with the perfectly uneventful course of the 
great majority of the cases that there does not seem to me to 
be any need for the routine adoption of Roux^s method. 

In ninety-two of the cases the result of the operation has 
been from the first as satisfactory as could be wished. Appetite 
has soon returned, and food has been taken in any quantity 
with relish. All these patients have gained in weight, the 
gain varying in amount from seven pounds to four and a half 
stones. In the remaining six cases the after-history has not 
been so good. In every one of these hyperchlorhydria was 
pronounced before the operation, and has proved a source of 
pain and inconvenience afterwards. Of the six patients, three 
have improved greatly under medical treatment, continued 
for three to five months, and are now quite well ; one is almost 
well, and two are still under treatment. The last three have 
all been operated upon within the past eight months. It is 
possible that in some of these cases, owing to the excess of 
free hydrochloric acid, the mucous membrane in the distal 
limb of the jejunum has been digested, forming a peptic ulcer. 
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and that this has caused some of the symptoms from which 
the patient has suffered. The six cases are the only ones that 
have not been completely successful. They have shown me 
that when hyperchlorhydria is present as a prominent and 
enduring symptom some preliminary treatment by diet and 
alkalies may be desirable. 

In two cases the condition was diagnosed before operation 
as malignant, and the appearances found at the operation 
were taken as confirming the diagnosis. Yet malignancy is 
disproved by the fact that both patients have gained over 
three stones in weight, and remain perfectly well, though the 
operations were done in June, 1900, and in January, 1901. 
In one case not included in this series the induration at and 
near the pylorus was supposed to be simple in character, but 
the subsequent course of the case has shown that the con- 
dition wg,s malignant. This may have been an error of dia- 
gnosis, or the case may be an example of " ulcus carcinoma- 
tosura,^' of the implantation of cancer upon the edge of a 
chronic ulcer. This case occurred early in my experience. I 
do not think that the differentiation between simple and 
malignant conditions in the stomach causes me any difficulty 
now. 

In three cases not included in this list I performed pyloro- 
plasty. The last operation was done in January, 1901. I do 
not intend to perform this operation in any subsequent case. 
Gastro-enterostomy is in my judgement a much more satis- 
factory method of dealing with any condition of pyloric 
stenosis. (This criticism does not apply to Finney^s operation 
of gastro-duodenostomy, or pyloroplasty.) The operation of 
gastro-enterostomy is so safe and its results are so good that 
I cannot doubt that it is the most desirable operation in all 
cases of chronic gastric ulcer. Its success depends in no 
small measure upon care in the preparation of the patient, 
speed in operating, the choice of a method which is simple 
and which does not need a long exposure of viscera, and upon 
many details in after-treatment. Excision of an ulcer is 
perhaps desirable in some special instances, but the main indi- 
cation to be fulfilled is drainage of the stomach ; and to secure 
this gastro-enterostomy should always be performed. In many 
cases in this series the patients were extremely ill, wasted and 
enfeebled to the last degree, and it was only by the exercise 
of the greatest care that the operations proved successful. 
There are at least a dozen cases that one would not have been 
surprised to lose. Now that the mortality is reduced to so 
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small a figure as 2 per cent., the surgeon may not unreason- 
ably expect that from being a last and sometimes desperate 
resource, gastro-enterostomy may be looked upon as a method 
of treatment worthy of consideration in a much earlier stage 
of chronic ulcer of the stomach. 
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XII. — A Case of Pneumococcal Peritonitis ; laparotomy ; 
left empyema ; thoracentesis ; recovei^y. By Sir Dyce 
Duckworth, M.D., LL.D., and Howaed Marsh, M.A., 
F.R.C.S. Bead January 8, 1904. 

MISS G. W., aet. 27, a fair-haired, somewhat anaemic 
woman, was taken ill on February 20, 1903, with pains 
generally over the body, headache, and shivering. No tem- 
perature was taken this day. The catamenia were present, 
and the bowels were confined on this and the next day. 

On the evening of February 27 the temperature rose to 
104*2°, and she was restless and sleepless, but free from pain. 
Had four hours' sleep after a sleeping draught. On the 
morning of the 28th the temperature had fallen to 99*2°; 
felt better. In the evening, however, there was a rise in the 
temperature, and severe pain came on in the abdomen, not 
localised, and not relieved by hot fomentations. A patch of 
herpes appeared at the left angle of the mouth. Passed a bad 
night in spite of a sleeping draught. Complaint was now 
made of pain in epigastrium after swallowing any liquid. 
Was sick twice during the night. Vomit bilious, with curd 
and a few streaks of blood. Several loose stools (not charac- 
teristic) as a result of aperients. 

March 1. — To-day the pain is still present all over the 
abdomen. The most tender parts are the right iliac fossa and 
the epigastric region. Pressure makes the pain worse. There 
is no pain on micturition or defaecation. Examination of 
chest and heart : nothing abnormal found. Abdomen is flat, 
not distended. Resonant all over. Does not move much on 
respiration. Some abdominal pain on deep respiration. On 
palpation both recti equally resistant. Spleen not felt. In 
right iliac region a cord-like edge (about half -inch in diameter) 
can be felt running upwards to the outer side of the right 
rectus. It can be rolled slightly under the fingers. No such 
swelling is felt on the left side. Nothing else abnormal 
found in abdomen. Liver dulness natural. Face : expression 
rather anxious. Byes : conjunctivae, slight icteric tint. 
Tongue : white fur on dorsum. Urine normal. Patient 
has been on the whole better. Abdominal pain less 
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intense this evening. Sick once after brandy. Tem- 
perature raised since 3 p.m. to 103*6°. Very thirsty. 
WidaVs reaction negative. Large poly nuclear leucocy- 
tosis present. 

March 2. — During the night patient was very restless and 
wandering, and complained of abdominal pain. Her tempera- 
ture rose to 103' 6°. She was given one-seventh grain of 
morphine, after which she slept one hour. She was sick once 
during the night. Nothing characteristic about the vomit. 
Mr. Marsh and Mr. Bowlby saw her with Sir Dyce Duck- 
worth at 1.30, and diagnosed appendicitis with some general 
peritonitis. (She was operated on by cutting down over the 
right rectus and drawing the muscle inwards.) On opening 
the abdomen the large intestine appeared red and inflamed, 
and its peritoneal surface dull. The appendix was found 
to be constricted at the base and dilated, and filled with 
mucus, above. It was ligatured and removed. Some thin 
turbid and dark-coloured fluid was present in the peritoneal 
cavity. No adhesions were seen. A tube was inserted and 
the wound closed round it. Her temperature fell after the 
operation to 100°, and she seemed a little more comfort- 
able. During the night she was given heroin one-fifth 
grain, and slept for six hours. Delirious and had night- 
mares. 

March 3. — Patient felt no better this morning, and com- 
plained chiefly of gastric pain. Abdomen unaltered. Slight 
discharge from tube. Examination of fluid in peritoneal 
cavity removed by Dr. Andrewes at time of operation shows 
it to be a pure culture of pneumococci ; confirmed by Dr. 
Klein. Inoculation experiment on mouse subsequently. 
Mouse died of acute pneumococcal septicaemia. Patient is 
fed by nutrients. A little water only by mouth. Has not 
been sick to-day. 

March 4. — Had a bad night and was delirious ; heroin and 
morphine given. A little brandy by the mouth. Abdomen 
was more distended, and an asafcetida enema was given in 
the evening. Distension much relieved. Has been taking 
whey, tea, and brandy by mouth. Has not been sick. Has 
had a little hiccough, relieved by tea. The wound is dressed 
daily. There is very little discharge. 

March 5. — Patient^s pulse rose gradually yesterday from 
120° to 140°. She had a bad, delirious night, requiring 
morphine and strychnine. This morning the hiccough is 
more troublesome, the abdomen more distended, and the pulse 
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quicker than it has been since the commencement of her 
illness. At 11 a.m. she was given 10 c.c. of No. 1 antipneu- 
mococcal serum in the flank. Her pulse had fallen twenty 
beats by 1.80 p.m., and she seemed slightly better. The serum 
No. 2 was repeated at night. 

March 6. — Had a better night. Less restless, sleep more 
natural. Was not delirious. Temperature this morning 99*6°. 
Another dose of serum was given. Two hours after she 
seemed restless, her face was flushed, and the pulse-rate had 
increased to 132. There is more abdominal movement on 
respiration, especially in the upper part of the abdomen. The 
stitches were removed from the wound on the 5th ; the tube 
having been removed on the 4th. Discharge very slight. 
Takes well, and has not been sick. Asaf cetida enema has been 
found very efficient when distension is present. 

March 7. — Fairly good night. Seems a little better this 
morning. Complains of dryness of the mouth. Abdomen is 
still very tender all over. 

March 8. — Was given sulphonal and trional last night, but 
required morphine also. Slept for six hours. Abdomen 
moving a little better to-day. A little less tender. Pulse 
quite satisfactory. Bowels open naturally. 

March 9. — Slept from 1 a.m. till 8.30 after morphine. Is 
improving slowly. Discharge is very slight from wound. 
Edges are drawn together with strapping. Has had no 
hiccough last two days. Takes very well. Nothing abnormal 
found in chest or heart except weak breathing left back at 
base. 

March 12. — General condition improving. Temperature 
not above 100°. Sleeping better. Less abdominal pain. 

March 14. — On examination of chest the note is impaired 
below the angle of the left scapula, and the air entry over 
that part of chest is deficient. There are no added sounds to 
be heard. Right back resonant to base. One or two crepita- 
tions heard at base. Heart's apex not displaced. 

March 17. — Still a good deal of pain on left side of 
abdomen. There is a dull area over the left lumbar region 
extending to middle line of abdomen. It looks fuller on this 
side and is tender. Skin natural. No definite sense of fluid. 
Chest unaltered, expansion deficient at left base. Appetite 
fair. Bowels loose. Tongue clean. Patient is sleeping 
better. 

March 20. — There is little alteration in the physical signa 
present in the chest and abdomen. Complained of pain in 



86 Sir Dyce Duckworth's and Mr. Howard Marsh's 

right hip, shooting down leg. Gum -boil incised left lower 
jaw. 

March 21. — ^The left pleura was explored in the post-axil- 
lary line, ninth space, and pus removed. 

March 22. — Had a good night, and this evening, under 
chloroform, an inch of the ninth rib was removed and about 
twelve ounces of thick, yellowish, slightly sour-smelling pus 
were removed. She bore the operation and anaesthetic very well. 

March 23. — ^A good deal of foul-smelling discharge has 
come away during the last twenty-four hours, and she has 
been dressed three times. Her temperature has been rather 
lower on the whole to-day, and she feels a little better. Her 
breathing has been rather quicker and not quite so easy. 

March 25. — There is still a large quantity of discharge, but 
it is lighter in colour and not so foul smelling. The wound 
and tube are syringed with a solution of hydrogen peroxide. 
Appetite still good. Temperature falling. The abdomen is 
resonant all over, is not tender, and moves naturally. Right 
lung natural. 

March 27. — Temperature rose last night to 101°, ? due to 
indiscretion in supper. 

March 29. — Patient is sleeping and taking well. The 
discharge is less and thinner. The tube was removed to-day 
and re-inserted. Skin round the wound healthy. 

Condition remained satisfactory during the next week. 
Patient slept well and took her food well. Wound painful to 
dress, and tube difficult to re-insert. 

About April 8 temperature began to rise, and on the 
morning of the 12th reached 102 8°. During this time there 
was always difficulty with the tube owing to the closing up of 
the wound, the end of the tube being nipped by the upper 
rib; this led to insufficient drainage, with consequent retention 
of discharge. 

April 21. — Mr. Marsh decided to enlarge the empyema 
wound and examine the condition of the cavity. Under 
chloroform a portion of the ninth rib along the upper border 
of the wound was cut away, and a thorough examination 
made in all directions with the finger. No collection was 
found, but many adhesions between the pleurae, the lower 
margin of the lung being indurated. A large tube was then 
left in for drainage purposes. 

Further progress was uneventful. When patient was dis- 
charged there was still a small sinus requiring daily dressing. 
The condition of the lung was quite satisfactory; there was 
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good expansion and air entry well down to within an inch of 
the empyema wound. A slight tendency to falling in of the 
left side of the chest, with dropping of that shoulder. The 
patient made a rather slow, but complete recovery. She was 
sent to Margate, and benefited much while there. Subse- 
quently she went to the Isle of Wight. 'J'he sinus in the 
chest did not close till July, and the general health was com- 
pletely restored by the end of that month. 

Remarks by Sir Dyce Duckworth. 

The patient was gravely ill for some days in March, and 
appeared to be losing strength rapidly. It was then that 
antipneumococcal serum was employed, and it is certsAn 
that improvement followed its administration — whether in 
consequence of it or not cannot be decidedly affirmed. 
Pneumococcal infection is as yet little recognised as a cause 
of peritonitis. When the infective nature of pneumonia was 
first made known in 1888, and the occasional contagious 
character of the disease was ascertained, it was discovered 
that the exciting cause of it had a wider field for its incidence 
and malign effects than the lungs. Various inflammatory 
conditions were thus traced to this pathogenic organism when 
alighting upon serous membranes and joints. 

Pneumococcal arthritis was described by Weichselbaum in 
1888, and by Dr. Cave, of Bath, in 1901 ."'^ Dr. F. Morisse 
wrote a thesis on the subject of pneumococcal peritonitis, 
recording eight cases, read before the Paris Faculty in 1892 ; 
and Dr. Bryant reported three cases in 1901, which occurred 
in Guy^s Hospital. All proved fatal, although the abdomen 
was opened in two of them. Griffon reported a case in 1896 
in which arthritis, endocarditis, and meningitis were found to 
result from this infection.t The occasional occurrence of 
meningitis in cases of pneumonia, which was formerly little 
explicable, is in all probability of pneumococcal origin. Cases 
of pleurisy, empyema, malignant endocarditis, pericarditis, 
nephritis, and several of peritonitis have been described by 
various German and French observers. In one of the latter, 
reported by M. Leroux, there were associated purulent menin- 
gitis, pleurisy, and arthritis. 

The occurrence of herpes on the face in the case now re- 
corded is noteworthy, inasmuch as this is a very rare accom- 

* Lancet, 1901 ; "Septic Arthritis/' by Howard Marsh, 1903, p. 10. 
t Brit. Med. Joum., September 21, 1901, with Bibliography. 
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paniment of ordinary peritonitis, though frequent enough in 
pneumonia. Joints infected by pneumococci present all the 
characters of a septic arthritis. 

It was suggested about ten years ago that cases of 
so-called idiopathic peritonitis, or peritonitis dfrigore, were of 
pneumococcal origin, and it appears probable that some of 
them are truly of this nature. We may therefore regard this 
micro-organism as a source of some of the gravest and most 
widely spread diseases we have to encounter. In respect to 
the peritoneum, the disorder may originate within the 
abdomen, and so be primary ; or the peritonitis may result 
from a pneumococcal lesion elsewhere, and so be secondary, 
conveyed either by infected blood or by way of the lymphatic 
system. 



Notes prom the Pathological Laboratory by Dr. Andrewes. 

Leucocytosis, 
March 2.-35,000. 

4. — 21,000, entirely a polynuclear leucocytosis 

(polynuclears 94 per cent.). 
9. — 19,000, polynuclears 88 per cent. 
16. — 20,000, polynuclears 87 per cent. 
25.-20,000. 
April 1.-12,000. 
16.-16,000. 

March 2. — ^Widal's reaction negative. 

Peritoneal fluid taken at operation thin, semi-purulent, 
containing pneumococci in pairs. Agar cultures yielded 
pneumococci in pure culture. Gelatine cultures remained 
sterile. 

Animal experiment, — ^A mouse inoculated suh cutem with a 
drop of the peritoneal exudate died on the fifth day of 
pneumococcal septicaemia, with numerous capsuled diplococci 
in blood and spleen. A second mouse inoculated with an agar 
culture of the organism died in eighteen hours of pneumo- 
coccal septicaemia. 

Excised appendix, at the distal end, shows old fibrosis and 
obliteration; at the proximal end, old fibrosis in the sub- 
mucosa and recent peritonitis on the serous surface ; but there 
is no evidence of recent inflammation in -the thickness of the 
wall. 
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March 5. — ^Agar cultures from abdominal drainage-tube 
yielded very few colonies of pneumococci ; they were probably 
mostly dead by this time. The chief organism growing in the 
cultures was a slowly liquefying, white staphylococcus — con- 
tamination of wound from the skin. 

March 23. — Empyema pus contains microscopically a 
number of diplococci like pneumococci; no cultures made. 

Remarks by Mk. Howard Marsh. 

From the point of view of surgical diagnosis this case 
seemed worthy of attention. Pneumococcic peritonitis, though 
not a few examples of it have been recorded, is yet somewhat 
of a clinical novelty, and I had not before met with it. There 
was nothing in the case which obviously challenged the view 
that the illness was due to appendicitis. Certainly the occur- 
rence of a rigor early in the attack is unusual in appendicitis, 
yet it has been met with ; while the presence of a more marked 
degree of swelling, tenderness, and rigidity in the right iliac 
fossa than in the other parts of the abdomen seemed strongly 
to suggest that the appendix was at fault. On looking back 
on the case, however, one can see that had pneumococcic peri- 
tonitis been thought of, the fact that the attack began not 
with symptoms referable to the appendix, but with those of 
severe general illness — malaise, headache, high temperature 
and a rigor, — and that when abdominal pain set in forty-eight 
hours later it was not localised, but general, the materials 
for arriving at a correct conclusion, or at all events a strong 
suspicion, were at hand. On any future occasion under 
similar circumstances a mistake ought to be readily avoided* 
But this example shows that to the list of conditions which 
may imitate appendicitis pneumococcic peritonitis must be 
added. * 

The sudden onset and the rapid and grave development of 
the peritonitis in this case closely corresponded with what is 
observed in pneumococcic inflammations elsewhere, e, g. in the 
joints, where in several reported cases profuse suppuration has 
occurred within forty-eight hours. 

When it was found, during the operation, that the peri- 
tonitis could not be ascribed to appendicitis, the course that 
should be pursued as to further treatment was somewhat 
difficult to determine. There was no evidence of perforation of 
any viscus, or any other cause to which the peritonitis could be 
attributed. In other words, the origin of the peritonitis was 
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obscure. Should, therefore, a further search be undertaken, 
or should an effort be made to disinfect the peritoneum ? The 
former course, which would involve a prolonged operation and 
perhaps end in a negative result, seemed inadvisable. As to 
the latter, my own experience has been that in general 
peritonitis, when the amount of exudation is inconsiderable 
and not yet purulent, it is better to leave it to be absorbed 
rather than either to irrigate the general peritoneal cavity or 
to remove fluid by persistent sponging. Drainage only, there- 
fore, was employed. 

There was no feature as to surgical treatment of the 
empyema on which I need detain the Society. I will only say 
that suppuration was unusually prolonged, and drainage was 
rendered difficult by the formation of adhesions producing 
loculi in which pus was retained, so that recovery, although 
ultimately complete, was slow. 

H.M. 
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XIII. — A Case of Piieamoroccal Peritonitis. By 
Frederick Taylor, M.D. Bead January 8, 1904 

ALICE May B., aet. 8 J, was admitted under my care into 
Guy's Hospital on November 19, 1903. There is no 
history of phthisis in the family ; the father has had an 
operation for anal fistula, and a half-brother, set. 16, and a 
half-sister, aet. 11, children of the father, have died of cir- 
rhosis. This child had measles five years ago, and is said to 
have had a winter cough. 

On November 10, at 5 p.m., she came home from school 
complaining of pain in the abdomen and difficulty in defaeca- 
tion ; on arrival she had a shivering fit. She was sent to a 
doctor, who gave her a powder ; this she vomited, but another 
acted on her bowels at 4 a.m. on the 11th. Later on that 
day the doctor said she had a temperature of 104° and in- 
flammation of the lungs. 

On November 12 white blisters appeared on her nose. 
The bowels were well open, and the motions were offensive 
and yellow. 

On November 17 she complained of acute abdominal pain, 
and the abdomen became distended. This condition has 
become much worse. During the last twenty-four hours the 
bowels have been opened once. 

On admission at 2.30 a.m. the temperature was 102°, 
pulse 140, respiration 50. The patient was cyanosed, very ill, 
taking no notice of any one, lying on her back with her legs 
drawn up ; on the alae nasi and about the base of the nose 
some herpetic vesicles. She complains of pain all over the 
abdomen, without special localisation. The movements of 
both sides of the chest are rather limited, and a few rhonchi 
can be felt on the right side in front. The percussion note 
is high pitched at the left apex ; it is impaired in the left 
lower axillary region, and both bases behind are dull up to 
the seventh rib. 

On auscultation bronchial breathing is heard over the dull 
areas behind, and extends into the left axilla, nearly reaching 
the left nipple, but it is fainter in the left axilla than behind. 
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Some crackling rales are also present on both sides behind. 
No sputum is brought up. 

The abdomen is distended, moderately tense, moving very 
little with respiration. It is tender all over, with no marked 
excess of tenderness at any one region. The percussion note 
is dull in the flanks, but a resonant note extends in front up 
to the upper border of the seventh rib on the right side and 
to the upper border of the sixth on the left. No distension 
nor peristalsis of intestinal coils is visible. The tongue is 
moist and furred. The heart's beat is within the nipple-line, 
and there are no adventitious sounds. She is frequently sick, 
and the vomit contains bile. The urine was passed into the 
bedpan. 

A turpentine enema was given, and later, 10 a.m., one 
of olive and castor oil, but without result. At 1 1 a.m. the 
distension was the same, the pain was increased, and pain was 
most marked above the pubes. I saw the patient at 2 p.m., 
and the history of the early pneumonia, the presence of the 
physical signs in the chest, with the facial herpes and the 
subsequent occurrence of a definite peritonitis, made me think 
that a pneumococcal infection of the lung and of the peri- 
toneum was the most probable diagnosis. Mr. Lucas saw the 
case with me, and it was decided to open the abdomen. At 
4.45 p.m. ten ounces of yellowish faeces were spontaneously 
passed. At 5.15 p.m. Mr. Lucas operated. An incision was 
made in the middle line from the umbilicus to the pubes ; some 
clear fluid escaped, followed by three or four drachms of 
greenish-white, mucoid pus, devoid of smell. The greater part 
appeared to come from the pelvis. The intestines were lustre- 
less and injected, and a large quantity of curdy lymph was 
removed from them. The abdominal cavity was washed out 
with hot saline solution for fifteen minutes, three gallons being 
employed. The pelvis was then mopped out, and some thick 
lymph was thus removed, and the cavity was again washed 
out. The peritoneal coat was then sutured, and the muscular 
layer brought together. A few stitches were put in at the 
upper end of the wound and the rest left open. A small 
drain was inserted into the muscular layer, and the wound 
was dressed with iodoform gauze. A turpentine enema now 
given brought away a little flatus. 

The report from the bacteriological department was as 
follows : — " Cultivations from these specimens gave a pure 
growth of the pneumococcus." 

November 20, — The temperature has fallen below normal. 
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but the pulse is still very high, 124 to 140. The wound is 
looking well. 

During the next week the patient went on well; the 
temperature ranged from 96° P. to 99*4° ; the pulse and 
respiration slowly fell, the former ranging from 120 to 128, 
the latter from 24 to 30. The herpes cleared up, and the 
physical signs of the right chest became normal, except for a 
few rales at the base; but on the left side dulness persisted, 
extending to the mid-axilla, vesicular murmur was absent, 
and on deep inspiration faint bronchial breathing was heard 
nearly up to the spine of the scapula. 

On November 27 the chest was explored in the eighth space 
and pus was drawn off. The aspirator was then used, but only 
six ounces of thin, curdy, odourless pus could be removed. 

The bacteriological report on this pus was as follows : — 
"Cultivations from this material remained sterile. Micro- 
scopical preparations direct from the pus showed the presence 
of badly staining, capsulated diplococci, empty capsules and 
involution forms, characteristic of a pneumococcic empyema 
in which the organisms are for the most part dead." 

The temperature that evening was 100°, and for the next 
four days it ranged from 97-4° to 100°. 

The physical signs of fluid on the left side persisted, and on 
December 1, Sir Alfred Fripp opened the chest, resecting a 
portion of the eighth left rib, and removing twenty ounces of 
green, odourless pus, with large masses of lymph. The 
temperature fell to 97° the morning after this, but for the next 
week there was a gradual rise, the evening temperature 
reaching successively 101°, 102°, and 103°, and the morning 
temperature rarely less than 98*4°. Some suturing of the 
abdominal wound was necessary on December 7. On 
the 8th three cutaneous abscesses, two on the head and 
one on the buttock, were opened, and green pus was dis- 
charged, and on the 9th one on the abdominal wall was 
opened. 

The bacteriological report on some pus from one of these 
boils is as follows : — " Cultivations from this material gave rise 
to a growth of Staphylococcus aureus. No pneumococci could 
be detected." 

On December 11 there was some resistance with tenderness 
in the left iliac fossa, and the next few days this increased so 
as to form a prominent swelling in the left lower quarter of 
the abdomen. The bowels were open; rectal examination 
gave a negative result. The temperature was ranging between 
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98° in the morning, and 101°, 102°, or 103° in the evening. 
On the 14th some eight or ten ounces of pus which had 
been retained in the chest from blocking of the drainage-tube 
escaped, but without material effect upon the temperature. 
The iliac swelling continued to increase, and on December 18 
it was incised and five ounces of pus were removed. The cavity 
was extra-peritoneal, and was found to extend for three 
inches into the left loin ; it was drained by sponges and then 
washed out with saline solution, and a large drainage-tube 
was inserted. The temperature remained low on the evening 
of December 18th, but was high again on the evening of 
the 19th and 20th, and since then has ranged between 
97-6° and 100°. 

The bacteriological report on the pus last removed from the 
abdomen is : " Cultivation from this material gives a growth 
of the Biplococcus pneumoniae associated with the Staphy- 
lococcus aureus,'' 

On December 21a blotchy erythematous rash appeared on 
the chest, but it disappeared the following day. 

On December 30 the lower abdominal wound had healed 
and the other was looking well. The empyema was still dis- 
charging, and the pulmonary vesicular murmur around the 
wound was deficient. The child was doing well otherwise. 

Januarys, 1904. — Both abdominal wounds are healed ; the 
wound in the chest is very nearly closed, and the tube has 
been removed. 

The bacteriological reports are by Dr. J. W. H. Eyre, 
bacteriologist to the hospital, who has since favoured me with 
the following full memorandum on the peritoneal pus obtained 
at the first operation : 

November 20, 1903. — A, M. B., pus from peritoneal cavity. 
Microscopical examination of pus direct shows capsulated 
lanceolate diplococci together with numerous involution forms. 
Diplococci stain 1 Gram. Cultivations on broth agar and blood 
agar yielded typical growth of pneumococcus. 

November 25. — ^Rabbit, 1200 grms. weight, was inocu- 
lated into the peritoneal cavity with 0*5 c.c. of a twenty-four- 
hour broth cultivation. 

November 26. — Rabbit dead (less than twenty-four 
hours). Post-mortem, heart blood crowded with capsulated 
pneumococci. 

Remarks, — The history of the above case, with the physical 
signs, results of operations, and the bacteriological examina- 
tions^ make it quite clear that it is a case of pneumococcal 
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infection involving the lung, pleura, and peritoneum. A point 
of interest which the above report may be considered to leave 
open is the seat of the first infection. A fuller account of the 
early history of the case, which has been kindly supplied me 
by Dr. John Kennedy, renders it almost certain that the lung 
was first involved. He writes : "I had the first evidence by 
physical signs that the left lung was implicated on November 
12. There was then no peritonitis, though the girl had 
complained of abdominal pain since first taken ill on November 
10. The pain, however, was not localised, but was referred 
to the cardiac region, and also extended to the left iliac ; so 
that I thought the pain was due to the pneumonia. On the 
15th the temperature fell, and remained down until the even- 
ing* of the 16th. On November 17 I suspected peritonitis, 
and on November 18 when I called there were unmistakable 
signs of it. As the mother said, I spoke about inflammation 
of the lung on the 11th, but then I could detect nothing by 
physical examination. The child^s breathing suggested pneu- 
monia, and, so far as my knowledge and observation go, I 
think the lung became affected first.^^ 

Dr. J. H. Bryant, in reporting three cases of pneumococcal 
peritonitis to the British Medical Association in 1901, sug- 
gested that infection by the pelvic organs would explain the 
great frequency of its occurrence in girls which had been 
noted by some French observers (Cassalt and Quehart) . In the 
present case there was a good deal of lymph in the pelvic 
cavity ; but I do not think that could be held to be a strong 
argument for infection by this channel, in face of the facts in 
the history suggesting a primary pneumonia. 

The child is very nearly well, but I may point out, with 
reference to the curability of pneumococcal empyemas, that an 
aspiration did not obviate the necessity of subsequent incision 
and thorough drainage of the pleural cavity. 
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XIV. — A Case of Fibroid Disease of the Pancreas with 
Galculiy accompanied by Jawidice and subsequently by 
Diabetes; laparotomy; relief of symptoms ; death. 
By Sidney Phillips, M.D. Bead Febmai^ 12, 1904. 

MD., aet. 26, married in the year 1898; in September 1899, 
• she had a miscarriage, after which she suffered from 
uterine pain, and went into a metropolitan hospital where her 
uterus was " scraped out.'' 

About Christmas, 1901, she began to experience pain about 
the upper part of the abdomen, gradually increasing in 
severity, and she soon after noticed a swelling in the right 
hypochondriac region. 

In February, 1902, jaundice came on with colourless 
stools. 

She was brought to me at St. Mary's Hospital by her 
medical attendant for an opinion; she was then deeply 
jaundiced ; the liver was enlarged and tender, and the outline 
of the distended gall-bladder could be plainly felt through 
the abdominal wall. 

The urine contained bile but no albumen or sugar. 

There was no history of pain at any time, and it seemed 
improbable that the jaundice resulted from gall-stones. 

After this melsBna occurred two or three times. I did not 
see the patient again till I found she had come into the 
hospital under Mr. Edmund Owen, who had not been informed 
that I had seen her previously. ^^ On April 3 " (I quote from 
Mr. Owen's report of the case in the British Medical Journal 
of October 25, 1902), " an incision was made over the distended 
gall-bladder and search was made for a gall-stone, but with 
negative result ; by gentle compression it was found possible 
to move onwards some of the contents of the gall-bladder. 
On making further search for the cause of the obstruction, it 
was found that the head of the pancreas was almost as large 
as one's fist, and the body and tail were also greatly increased 
in size ; the enlarged gland was hard and lobulated." The 
wound healed well and the patient, who had been excessively 
weak on admission, improved in strength and spirits, but the 
jaundice remained unaltered, and the urine still contained 
bile; it was of specific gravity 1020 and contained no sugar. 



Disease of the Pancreas with Calculi. 97 

She left the hospital on April 26. On June 14 she returned 
to the hospital, this time under my care ; she had rapidly 
lost flesh and strength, the jaundice was as deep as before, 
the tongue dry, thirst severe, and the urine of specific gravity 
1050, containing now in addition to bile, 8 per cent, of sugar 
and giving the diacetic acid test with ferric perchloride. 

After rising to 12 per cent., the proportion of sugar fell 
somewhat, and during her stay in the hospital she passed on 
an average 130 ounces of urine per diem of a specific gravity 
varying from 1036 to 1044, and containing from 3 to 10 per 
cent, of sugar — a proportion little influenced by codeia and 
only to a very limited extent by diet. The temperature rose 
almost daily to 100°, but there was never any pain. 

She was extremely weak, and lost 2^ lbs. in weight 
during her five weeks' stay in the hospital, at the expiry of 
which she went home by her own desire, only to return three 
months later on October 28, so weak that she could hardly 
stand, very listless, sometime^ drowsy, and passing urine con- 
taining 5'3 per cent, of sugar. 

There was, however, one striking change in her condition, 
for the jaundice had almost entirely disappeared and the 
stools contained bile. 

She stayed in hospital for a fortnight, during which time 
her temperature was nearly always 1° or 2° below the normal, 
and the loss in weight was 7 lbs. 

On November 17 she returned home at her own request. 

On January 25, 1903, Mr. Percy Rose, of Canning Town, 
was summoned to her home, found her semi-comatose, with 
urine of specific gravity 1017, and six grains of sugar in the 
ounce of urine. She died comatose on January 26. 

With great difiiculty Mr. Rose obtained a post-mortem 
partial examination, and I am much indebted to him for in- 
forming me of all that I know of the case after she had left 
the hospital. He found the liver enlarged and hard : there 
were no gall-stones. 

The pancreas was greatly hypertrophied throughout, felt 
very tough, and was riddled with small cysts and with minute 
calculi : every section cut gritty, and the substance of the 
organ was tough and fibrotic, but plenty of gland tissue could 
be seen with the naked eye. The calculi were : one of small 
size, some the size of a pin's head, others as large as a hemp 
seed — ^the duct of Wirsung was dilated in its whole length. 
Microscopic specimens showing the change in the gland are 
exhibited this evening. They show dense fibrous tissue in- 
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volving the whole of the gland ; in some parts there is also 
a small round cell infiltration, apparently a more acute 
pancreatitis superadded to the chronic process. Some of the 
elements of the pancreatic tissue remain, but seem to be 
disintegrating, and in some sections the larger cells, character- 
ising the so-called islands of Langerhans, are scarcely recog- 
nisable, being destroyed by the fibroid overgrowth ; the ducts 
of the pancreas and their branches are much dilated. 

Remarhs, — The nature of the disease, the course of the 
symptoms, the diagnosis, and the treatment of this case, each 
seems to merit consideration. 

Fir sty the nature of the case, — Only a partial post-mortem 
was obtainable, but 1 think it may be concluded that the 
case was one of fibrosis of the pancreas with calculi, and that 
death resulted from diabetes. 

Lancereaux states that obstruction of the pancreatic duct 
leads to fibrosis and subsequent atrophy of the pancreas ; 
possibly then the fibrosis in this case resulted from obstruction 
of the duct by a calculus, which for a time was impacted, 
producing jaundice, and then passed on. 

It seems, however, more probable that the fibroid change 
and the calculi were associated results of some common cause. 

Fibroid disease of the gland is usually set down as arising 
from a catarrhal condition of the pancreatic duct, arising 
possibly from entry into it of micro-organisms from the intes- 
tine. I do not know how such a catarrhal condition of the 
duct would be recognisable during life, but it appears to me 
exceedingly improbable that such a widespread dense fibrous 
change, with enormous enlargement of the gland as was 
found in this case, could have arisen from a catarrhal state of 
the pancreatic duct. 

Cases have been recorded in which somewhat similar 
disease has been preceded by syphilis ; no evidence of syphilitic 
infection could be obtained in my patient, except that the 
patient had had a miscarriage one year after marriage, and I 
think the exact cause of the disease must remain undetermined. 

Secondly, the course of the symptoms. — Dull pain in the 
epigastrium, never acute or severe, was the first symptom, 
and was probably due to the distension of the gall-bladder. 

The jaundice may have resulted from pressure upon the 
common bile-duct by the enlargement of the head of the pan- 
creas. Cancer of the head of the pancreas frequently produces 
such a result, and it seems unreasonable to deny, as is denied 
by some, that a non-cancerous enlargement may do the same. 
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It appears^ however, possible that in the present case the 
obstruction of the common bile-duct was caused by impaction 
at the duodenal opening of the duct of Wirsung of a calculus 
similar to those found in the duct post mortem, for the jaun- 
dice passed off after a time, although the other symptoms of 
the disease continued to increase. 

The diabetes was of the type usually associated with pan- 
creatic disease, with glycosuria excessive and little influenced 
by diet or by drugs, with great thirst and diuresis, and very 
rapid emaciation and exhaustion. 

The patient suffered from symptoms presumably due to 
pancreatic disease for six months before sugar appeared in 
the urine ; the occurrence of jaundice brought her under 
medical observation during the pre-glycosuric period, and it 
is of interest to note that during this period there was no 
increase in the specific gravity of the urine, but the patient 
was extraordinarily weak, much more so than the jaundice 
would account for. 

As is well known, experimental ablation of parts of the 
pancreas have shown that almost the entire gland must be 
removed before sugar appears in the urine, and in cases of 
pancreatic diabetes the gland is usually found much atrophied 
post mortem. 

In this case, as in some few others reported, the pancreas was 
greatly hypertrophied. The hypertrophy, however, had practi- 
cally led to the destruction of the gland tissue and atrophy of 
its functions ; and it is noticeable that very little is recognis- 
able of the so-called " islands of Langerhans,^^ the destruc- 
tion of which is said to be essential to the production of 
pancreatic diabetes. 

Many cases of jaundice from chronic pancreatic disease have 
been recorded, many also of diabetes from the same cause. 
Clinically this case was specially interesting in presenting 
severe jaundice and later on diabetes, and from the complete 
disappearance of the jaundice without evident cause. 

As regards the diagnosis, persistent jaundice without 
ascites or history of biliary colic pointed to pancreatic disease, 
and the melaBna which occurred was confirmatory evidence. 

The operation led to the conclusion that the disease of the 
pancreas was non-malignant pathologically, though it was far 
from being so clinically. 

During the course of the case I gave salol by the mouth 
several times. On each occasion carboluria quickly ensued, 
showing, as many other cases of pancreatic dls^a^^ mad8r:my 
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care have done, that no reliance can be placed on the state- 
ment that the diagnosis of pancreatic disease is assisted by 
the administration of salol. 

Treatment. — No dietetic or drug treatment had any effect 
upon this patient; mercury, iodide of potassium, codeine, 
pancreatic extract were all tried without avail. The operation 
performed relieved the patient of some discomfort, probably 
by the emptying of the distended gall-bladder, but the 
jaundice persisted long after the operation, and its disappear- 
ance eventually could not be attributed to it. The operation 
cannot be said to have had any influence upon the progressive 
course of the disease. Gases of recovery from enlargement 
of the pancreas have been recorded after operation, sometimes 
after drainage of the gall-bladder, sometimes after merely 
palpating the gland; probably therefore some cases of en- 
larged pancreas get well spontaneously without operation. 
The present case never showed any disposition but to get 
rapidly worse, and there is probably more than one variety of 
non-cancerous enlargement of the pancreas. 

Perhaps in any future case of operation for jaundice in 
which simple enlargement of the head of the pancreas is 
found, it would be well to bear in mind the possibility of a 
pancreatic calculus being present. 
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XV. — Two Gases of Malignant Andemia^ without signs 
of ErythrocytolysiSj and associated with Suppuration 
about the jaws. By Norman Dalton, M.D. Bead 
February 12, 1904. 

THE patient was a man (D.), aet. 21, and he did heavy 
work in connection with the machinery of a sawmill. 
The family history and the past history were unimportant. 
He was admitted into King^s College Hospital in February, 
1903, and had then been ill only one month. He left the 
hospital in July, and died (at home, it is believed) not long 
afterwards, so that the total duration of the illness was about 
eight months. The earliest symptoms were those of debility, 
with pains in the chest, occipital headache and epistaxis. 
There was neither constipation nor diarrhoea. The symptoms 
and physical signs which were present while he was under 
observation may be summed up in a few words, as they were 
typical of malignant anaemia. He was profoundly asthenic, 
with giddiness, dyspnoea on exertion, faintness, etc. ; there 
was no emaciation ; the skin was dingy yellow, and the mucous 
membranes pale. The usual anaemic bruits were present, but 
all the viscera were normal except that there was, at times, a 
slight increase of splenic dulness. The spleen, however, was 
never felt. The tonsils were slightly enlarged and he fre- 
quently complained of a feeling of weight in the epigastrium. 
There were occasional attacks of vomiting, and while he was 
in the hospital it became necessary to give aperients. His sight 
was bad and, on examination, retinal haemorrhages were found. 
There were also, at times, subcutaneous petechiae, and epistaxis 
occurred more than once. The blood appeared to ooze from 
a small abrasion on each side of the septum nasi. On admis- 
sion, a few small, shotty glands were found in the neck j but 
otherwise there was no glandular enlargement except in con- 
nection with the suppurative lesions to which I will refer. 
While in the hospital a large patch of brown pigmentation 
developed on the forehead, chiefly on the left side. This 
varied in intensity. He showed a marked tendency to 
haemorrhage, so that even the punctures in the ear, made for 
the examination of the blood, invariably bled profusely. The 
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chief interest concerns the urine, the suppurative lesions, and 
the blood. The " urine " was alwavs normal and " never 
high-coloured." In this respect it differed from the urine 
which is found in those cases of pernicious anaemia which 
are due to the destruction of red blood-corpuscles. There 
was once a slight trace of albumen. As regards the " sup- 
purative lesions," his teeth were very carious, and he 
developed an alveolar abscess on the right side of the upper 
jaw. At about the same time there was a slight purulent 
otorrhoea (with perforation of the membrana tympani), and 
the glands in the neck b^ecame enlarged. The alveolar 
abscess was opened, but a small sinus in the mucous 
membrane of the hard palate persisted. This sinus could 
never be explored on account of the risk of haemorrhage, but 
the discharge from it became gradually less, and when he 
left the hospital the opening was thought to be closed. The 
otorrhoea ceased on treatment and the enlargement of the 
cervical glands subsided. These suppurative lesions became 
manifest early in March, six weeks after the onset of the 
illness and about ten days after the admission of the patient 
to the hospital. It is probable, however, that they were 
developing insidiously from the first, because the temperature 
from the time of admission until the appearance of the 
alveolar abscess varied from 100*4° to normal, the rise being 
in the evening. While the suppuration was active (i. e. for 
about fourteen days) the temperature was remittent but 
higher, being over 103° on two consecutive nights. During 
the remaining five months of the patient^s stay in the hospital 
the temperature was mostly about 99° at night and 97° in the 
morning. These remissions probably indicate that the septic 
process was still going on (although the discharge of pus was 
less) and that but for the anaemia a much higher remittent 
fever would have been present. Curiously enough at the 
beginning of July the temperature remained normal both 
night and morning for about a week, and it was at that time 
that the slight improvement in the symptoms was noted. As 
regards the " blood " there was progressive oligocythaemia. 
In February the red blood-corpuscles numbered 1,200,000 
per c.mm. The number decreased steadily until, on May 9th, 
it reached 393,720. After this there was a slight improve- 
ment, but the maximum observed (on July 7th) was only 
600,000. As regards the kinds of corpuscles, fifteen exami- 
nations were made in the six months, more than one every 
fortnight. I am much indebted to Dr. d'Este Emery for 
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these examinations. On seven occasions no normoblasts were 
found ; on six occasions one or two normoblasts ; and on two 
occasions a '^ few " normoblasts. The occasions on which the 
^^ few ^^ normoblasts were found were in February, when 
the blood was first examined, and on June 26. The 
latter date corresponds with the time when the slight im- 
provement in the number of corpuscles was taking place. On 
one occasion a megaloblast was seen, and on two occasions a 
few red discs showing polychromatophil degeneration. On 
the whole, then, it may be stated that the attempt to form 
new blood-corpuscles by the bone-marrow was unsuccessful. 
On the other hand, the size of the red discs was very variable ; 
sometimes poikilocytes were found, and occasionally a few 
megalocytes and microcytes. At the time when the slight 
improvement occurred the abnormality in the shape and the 
size of the corpuscles disappeared. 

The " haemoglobin " was estimated on seventeen occasions. 
It fell from 26 per cent, in February to 13 per cent, in May. 
This fall coincided with the decrease in the number of red 
blood-corpuscles, but was not so great, for the colour index, 
which was 1*08 in February, was TS in May. After this the 
haemoglobin increased to 17 per cent, in July, but as the 
blood-corpuscles increased rather more abundantly the colour 
index became 1*4. 

As regards the " leucocytes ^^ there was marked leucopenia 
except when the alveolar abscess occurred, when their number 
was 57,000. Putting this count aside, the number of white 
corpuscles fell from 9,280 in February to 800 in July. But 
the decrease was not steady, for in some weeks the count 
was double that of the week before, although always very 
small. The most interesting point about the leucocytes was 
that on every occasion the " lymphocytes " were very much 
more numerous than the " poly nuclear s.^^ This was most 
marked in May, when the number of the red discs was at its 
lowest. On that occasion there were 19*5 per cent, poly- 
nuclears to 78 per cent, lymphocytes. Even when suppuration 
was occurring and the total number of leucocytes became 
57,000, there were only 34per cent, polynuclears to 58 per cent, 
lymphocytes. Further, the pus from the ear was found to 
contain large numbers of lymphocytes. On the other hand, 
when the number of the red discs was increasing the dispropor- 
tion between the two kinds of whites became less, and when the 
patient left the hospital with a total of 800 white corpuscles 
per c.mm. the proportion was 40 per cent, polynuclears to 
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53*5 lymphocytes. There is nothing particular to say about 
the other kinds of white blood-corpuscles. The large hyaline 
forms varied in number from 9*5 per cent, to 1*5 per cent. ; 
the eosinophils from 3 per cent, to '5 per cent. ; on two 
occasions 1*5 per cent, mast-cells were found, and on one 
occasion a myelocyte. 

I may mention here that the vomited matter was examined 
on two occasions. Besides undigested food, mucus, and some 
unspecified bacteria it contained, on the first occasion, blood 
pigment and a trace of free HCl, and on the second occasion 
no free HCl, but blood, pus, and squamous cells. The pus 
and squamous cells may have come from the mouth. 

As regards treatment, arsenic, intestinal antiseptics, and 
bone-marrow were tried without any benefit. Ten c.c. of 
antistreptococic serum were injected on two occasions. On 
the second occasion a good deal of swelling remained at the 
site of the injection. Shortly after this he insisted on leaving 
the hospital. At the time when the first injection was given 
the increase in the number of red discs had been going on 
for six weeks, and after it the further increase was very 
slight. As regards the temperature it had been normal night 
and morning for forty-eight hours before the first injection. 
On the evening after the injection it rose to 99*2, became 
normal next morning and rose to 99*6 in the evening. After 
this it was normal for a week night and morning. These 
facts do not favour the idea that the injection was beneficial. 
Still, the treatment did not receive a fair trial, as with the 
tendency to haemorrhage, there was a disinclination to make 
the smallest puncture. On the other hand, the increase in 
the red discs began synchronously with the administration of 
pepsin and hydrochloric acid, prescribed when the absence of 
free HCl from the vomited matter was detected. It would 
be going too far to attribute the improvement to this pre- 
scription, and it is certain that the improvement was slight 
and not progressive. 

The patient died outside the hospital, so that the final 
phases of the disease are unknown, and there was no post" 
mortem examination. 

I think that it will be of use to put on record a summary 
of the events duriug the period which I have so often 
mentioned as the period of improvement. It began five 
months after the onset of the illness, and was synchronous 
with a lessening of the discharge from the jaw and also 
with the administration of pepsin and hydrochloric acid. It 
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was characterised by (1) a steady, though slight increase in 
the number of red discs ; (2) a slight increase of haamoglobin, 
which was not, however, so great as that of the corpuscles, so 
that the colour index became less than it had been; (3) a 
disappearance of poikilocytes ; (4) the appearance of a few 
normoblasts ; (5) an increase of the leucopenia ; (6) an increase 
in the number of polynuclear leucocytes; (7) a decrease on 
the whole of the lymphocytes ; (8) an improvement of the 
vision and in the condition of the fundus oculi; (9) an 
increase of seven pounds in the weight of the patient ; (10) a 
normal temperature for one week. The improvement became 
stationary for the last three weeks of the patient^s stay in 
hospital, but there was no retrogression. 

The second case was that of a woman (P. 0.), aged 17, who 
was admitted into King^s College Hospital on December 19th, 
1903, and died there on December 23rd. She was too ill to 
be questioned at length, but it was ascertained that she had 
always lived in London, and in great poverty. She had been 
pale and feeble for a long time, but the menses had been 
regular and rather profuse. She was able to work until 
three weeks ago, when she felt extremely ill and had severe 
bleeding from the mouth. A week later she had haemor- 
rhage from both ears, and became very deaf. She also had a 
haematemesis. Present condition : There is no marked 
wasting. The skin is rather " lemon ^' coloured and shows 
numerous subcutaneous haemorrhages. The visible mucous 
membranes, particularly the gums, are very pale, and the lips 
show submucous haemorrhages. On the right cheek, below 
the malar eminence, there is a brawny swelling, and inside 
the mouth there is a fluctuating swelling of the gum over the 
upper jaw above one of the molar teeth. There was a small 
hole in this swelling from which there oozed foul grumous 
pus in such quantity as to necessitate constant cleansing of 
the mouth. The breath had a gangrenous smell, and many 
of the teeth were carious. The usual anaemic murmurs were 
heard, and the lungs and all other organs were normal. In par- 
ticular there was no enlargement of the spleen or lymphatic 
glands. The " urine " was pale and showed a trace of albumen. 
The " blood " was pale, very fluid, and coagulated slowly. It 
contained only 815,000 red discs per c.mm. and 17 per cent, 
of haemoglobin, so that the colour index was normal. The 
'^ leucocytes " were 3,500 in number, 13 per cent, being poly- 
nuclears and 80 per cent, lymphocytes. Among the red discs 
were some macrocytes and microcytes (the latter showing an 
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increase of pigment), but no normoblasts nor poikilocytes. 
During the five days in which the patient was in the hospital 
the temperature varied from 99*4° to 103'2°, the haemorrhages 
continued (particularly from the uterus), and there was some 
vomiting. Shortly before death the red discs fell to 480,000, 
and the leucocytes increased to 6,800, Arsenic was given, 
but it was obviously too late to do anything. The swelling on 
the jaw was not incised for fear of haemorrhage. The dura- 
tion of the illness was one month from the first grave 
symptom. 

Post-mortem, — The fat was in fair quantity and not " lemon ^^ 
coloured. The muscles were of good colour, and did not 
suggest either fatty or hyaline degeneration. There were 
extensive subpericardial haemorrhages with slight pericarditis 
over them, and subendocardial petechiae. The heart was 
small and the lumen of the aorta particularly so. The myo- 
cardium showed fatty degeneration. Valves normal. The 
lungs and pleurae, the intestines, pancreas, kidneys, and 
adrenals were normal, except for subserous or submucous 
haemorrhages. The subperitoneal haemorrhages were most 
marked over the cardiac end of the stomach and the bladder 
(which was itself normal). The mesenteric glands were a 
little large and pink. The stomach showed submucous 
haemorrhages, except for 2 inches at the pyloric end. The 
thyroid, the larynx, fauces, and cesophagus were normal. 
The uterus was small, but otherwise normal, and the ovaries 
contained some simple cysts. The brain was normal, except 
for subarachnoid haemorrhages over the 1st and 2nd left 
frontal convolutions, and over the left occipital region and 
the cerebellum. The " spleen '* weighed 2^ ozs. and was 
normal. There was a small splenule. The " liver '' weighed 
42 i ozs., and was normal in appearance. It was found to 
contain no free iron. The bile was normal in colour. The 
bone-marrow of the vertebrae was pale and scanty. A " film " 
from this marrow showed all the usual cells in fairly normal 
proportion, except perhaps that the lymphocytes were rather 
too numerous and the nucleated reds rather too few. Sections 
of the marrow showed the same cells, but there was a marked 
diminution in the total number of cells with an apparent 
increase of the fat. Instead, therefore, of the reticulum 
between the oil globules being crowded with cells, it was bare as 
if the cells had been washed or brushed out. The appearance 
suggested a want of activity in the bone-marrow. The marrow 
from the long bones was normally fatty. The teeth were 
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extremely carious, and on cutting into the swelling over the 
right side of the upper jaw a large necrosed area of bone was 
found, surrounded by grumous pus, which emitted a gan- 
grenous odour. The necrosis appeared to extend from the 
prong of one of the teeth continuously to the bone. The pus 
from this abscess showed an excess of lymphocytes. 

Remarks, — It is obvious that these two are cases of the 
same disease. In both there was extreme oligocythaemia, 
with practically no production of normoblasts, but with slight 
abnormalities in the shape and size of the red discs. There 
was also marked leucopenia (except temporarily, in the first 
case, when the alveolar abscess was formed), and there was 
a great excess of lymphocytes over polynuclear leucocytes. 
As regards the haemoglobin there was a slight difference, for 
in the man it was relatively in excess, while in the woman it 
was relatively normal. In both, however, the total amount 
of haemoglobin was diminished. In both cases the urine 
showed no pigmentation, and in both there was caries of the 
teeth and suppuration about the upper jaw. I have Dr. Wm. 
Hunter^s authority for saying that the first case corresponds 
exactly with the form of malignant anaemia which he has 
described as septic anaemia, and I have no doubt that he will 
consider the second case to be the same, especially as the 
post-mortem revealed the two conditions which are character- 
istic of the disease, viz. the absence of free iron from the 
liver and the absence of any sign of activity in the bone- 
marrow. In these respects the cases differ from the pernicious 
anaemia produced by the breaking up of corpuscles. Here I 
would like to remind the Society of a case recently brought 
before it by Dr. Pasteur, which was in many respects of the 
same kind as mine. There was the same extreme oligo- 
cythaemia without the presence of normoblasts, and the same 
leucopenia with great relative increase of lymphocytes. The 
colour index was about normal, as in my second case. All 
three cases ran a very rapid course, viz. eight months in my 
first case, seven weeks in Dr. Pasteur's case, and four weeks 
in my second case. Clinically the great difference is that in 
Dr. Pasteur's case there was no oral lesion and no suppuration 
in any part of the body. As regards the post-mortem ap- 
pearances ; in Dr. Pasteur's case the bone-marrow presented 
the same deficiency of cells as was found in mine, but there 
was this great difference, viz. that the liver contained a large 
quantity of free iron. Dr. Pasteur's case was, therefore, 
somewhat anomalous, but it shows that a fatal anaemia can 
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occur without any symptoms of haemolysis during life, and 
presenting all the symptoms of the so-called septic anaemia, 
although no suppurative lesions existed. 

It would therefore follow that " septic anaemia '' is perhaps 
not the best name for the condition. It is a secondary 
malignant anaemia, associated in a remarkable number of 
cases with sepsis, and with oral sepsis in particular, but 
possibly occurring at times without suppuration. As Dr. 
Hunter has himself stated, there must be some other factor 
in the aetiology. It is certain that people may go about for 
years with carious teeth, and may even develop an alveolar 
abscess without the occurrence of malignant anaemia. In the 
same way not every case of cancer of the stomach produces a 
profound anaemia. But to return to the question of oral 
sepsis, my two cases strongly confirm Dr. Hunter's most 
valuable observations. It would seem that a man with 
carious teeth lives in constant danger, for at any moment 
some new, at present unknown, factor may come into play 
and produce an anaemia which may be fatal in a few weeks. 
The state of affairs may be compared to that of a woman 
with an adenomatous tumour in the breast which, although 
causing no inconvenience itself, may at any time become 
malignant through the action of some unknown factor. The 
importance of recognising the oral sepsis early cannot be 
exaggerated, because the moment the malignant anaemia sets 
in it becomes impossible to treat the teeth on account of the 
haemorrhage. I was told that some weeks before the grave 
symptoms began my second patient went to a hospital and 
was treated for anaemia, and I cannot help thinking that if 
her teeth had then been treated the anaemia might never 
have become malignant ; in fact. Dr. Hunter records cases in 
which recovery followed on the removal of the septic con- 
dition. Curiously enough I have under my care at the 
present time a case of great interest. It is a woman of about 
40, who had a haematemesis about six weeks ago, which was 
pretty clearly due to a gastric ulcer. There is reason to 
believe, however, that she has been anaemic for about six 
years and her jaws are covered with the stumps of decayed 
teeth. Her blood condition is : Red discs, 2,440,000 ; white 
corpuscles, 9,600 ; and haemoglobin 26 per cent. This makes 
the colour index rather more than 50. Of the leucocytes 
66 per cent, are polynuclears and 28*5 per cent, lymphocytes^ 
There are no normoblasts. The urine is pale. I do not 
think that the above blood condition can be due to the loss 
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of blood from the gastric ulcer six or seven weeks ago, 
especially as she had symptoms of anaDmia before then. It is 
true that the blood condition is that of an ordinary chlorosis 
except that the oligocythasmia is so great. Also chlorosis is 
not common at this age. The stumps of her teeth are being 
systematically removed, and it will be interesting to see 
whether any rapid improvement in the blood state will follow 
these operations. 
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XVII. — A Note on a Case of Ankylosis of both Temporo- 
maxillary Joints. By J. Jackson Clarke, M.B.Lond. 
Bead February 12, 1904. 

ON April 24, 1899, four years and seven months ago, 
I operated on a woman, aet. 32, for ankylosis of both 
temporo-maxillary joints."^ At that time the movement in 
the joints was limited to that which enabled the patient 
to separate the teeth by less than an eighth of an inch. 
The cause of the ankylosis was of a pyaBmic nature, and 
I thought it safer to restore the power of movement to 
the patient by removal of the neck of the bone on both 
sides rather than by forcibly breaking down the adhesions 
in the joints; it is well known that where ankylosis follows 
suppuration in a joint there is danger of a recurrence 
of suppuration if the adhesions are forcibly broken down. 
The immediate result of the operation was all that could be 
desired, and the patient carefully carried out the instructions 
that I gave her as to after-treatment. This consisted in 
daily passive and active movements, depressing aiid pushing 
forward the jaw, and biting on india-rubber wedges which 
were placed between the bicuspid teeth of the upper and 
lower jaws on each side. 

Earlier in the present year I heard from the patient that 
she was having some trouble with some of her teeth. The 
importance of preserving the molar teeth in order to maintain 
the separation of the stumps of the necks of the jaw from 
the skull led me to advise her to see my dental colleague 
Mr. Lewin Payne with me in consultation. We then found 
that the power of voluntary separation of the teeth, measured 
from the cutting edge of one upper to the corresponding 
lower incisor, had become reduced to half an inch from about 
an inch immediately after the operation. We decided that 
the proper course to pursue would be to have ether admi- 
nistered for the double purpose of forciby increasing the 
opening the jaws by means of wedges and of enabling 
Mr. Payne to remove some decayed teeth. Ether was given 
by Dr. Barford and the separation of the jaws was consider- 

♦ The case was reported in The Hospital of October 7, 1899. 



of both Temporo-maxillary Joints. Ill 

ably improved, a conical screw gag proving the most efficacious 
for the purpose. Mr. Lewin Payne subsequently made dentures 
carrying teeth to replace those removed, and at the present 
time the patient can masticate well and separate the edges of 
the incisor teeth for three-quarters of an inch, as shown by a 
photograph taken in November of the present year. 

On January 12, 1900, I presented to the Society a girl, 
aot. 8 years, on whom I had done a similar operation for 
unilateral ankylosis. In this case the immediate result was 
very good, but I heard recently from a friend into whose care 
she had passed that the ankylosis had recurred, and that he 
proposed to excise the angle of the jaw. Two facts, I think, 
account for the recurrence of ankylosis in this case : first, the 
molar and bicuspid teeth had been removed from the affected 
side before she came into my hands, and second, the child's 
mother had failed to carry out the after-treatment, and 
neglected to bring her up to the hospital from time to time. 
As shown by the case of my older patient the prolonged 
success of the operation depends on simple exercises being 
practised daily, and on proper care of the teeth by a skilled 
dentist. Whether the result of the operation can be improved 
by covering the lower cut surface of the bone with a layer of 
gold foil at the time of operation appears to me to be worthy 
of consideration. 
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XVIII. — Primary and Secondary Local Tuberculosis of 
the Thyroid Gland. By Bdred M. Coeneb. Bead 
February 12, 1904. 

THESE two cases are brought before the Clinical Society for 
their rarity rather than for any bearing which they have 
on everyday practice. Practically the only point of clinical 
interest which they illustrate is the healing of wounds in a 
subject of relative athyroidism, or better, inadequate thy- 
roidism. 

Virchow, in his famous Geschwulste, ii, 679, says that 
tubercular disease. of the thyroid is very rare, and adds in a 
footnote that in miliary tuberculosis it is not unknown. 
Chiari says {Wien. med, Jahrhuch, 1878), in a paper, "Ueber 
Tuberculose der Schildriise,^^ that he found that the thyroid 
was affected seven times in 100 post-mortem examinations of 
subjects who had died of some tubercular infection. Ziegler, 
in his Pathologische Anatomic, also says that it is seldom 
found. Fraenckel, in the Arch, fur Path, Anat, Berliny 1886, 
civ, pp. 58 — 72, found that the thyroid was always involved 
in miliary tuberculosis, but only found it otherwise affected in 
six out of 380 post-mortems of subjects who died from 
tubercular disease. Mr. Berry has shown two thyroids affected 
in miliary tuberculosis {Path. Trans., xli, p. 261, and xlii, 
p. 298). In the latter volume Dr. Voelcker records three 
similar cases. All authorities who have examined the 
question agree as to the thyroid gland being frequently 
involved as an incident in general miliary tuberculosis. 
Local, and especially primary, tubercular affections seem to 
be rare. It is for this reason that these two cases are 
reported. But before reporting my cases reference will be 
briefly made to one of Schwarz and one of RoUeston^s. 

Schwarz records his case in the Arch. Intemat. de 
Laryngologie, etc., Paris, 1894, vii, 320 — 324. A man, aBt. 30, 
had a swelling in the right lobe of his thyroid, with paralysis 
of his right recurrent laryngeal nerve. The swelling was 
incised and an abscess opened and drained. Guinea-pigs 



Local Tuherculoids of the Thyroid Gland. 1 13 

inoculated therefrom died of general tuberculosis. The man 
recovered. 

Dr. Rolleston, in the Path. Trans., 1896-7, xlviii, 197— 
200, collected almost all the literature to that date, and 
records a case in which he found caseous masses in the 
thyroid of a man a)t. 23, who died of paraplegia due to caries 
of the spine. 

Professor Kocher, of Berne, has seen a few examples of 
tuberculous goitre, but says that they are very rare. It will 
thus be seen that localised tubercular foci in the thyroid, both 
primary and secondary infections, are of sufficiently un- 
common occurrence as to merit record. 

Case 1. — Apparent primary tuberculosis of the thyroid, — 
M. B. B., female, aet. 9, was admitted to St. Thomas's Hos- 
pital in 1901 with the history of having had swellings in the 
neck for a year. On examination, numerous small, though 
enlarged glands were felt in the neck. The right lobe of the 
thyroid was larger than the left, and in its lower part was 
soft and fluctuating. The left lobe was hard, and at the apex 
a sinus opened on the surface of the skin. Operation was 
performed on April 4, 1901. The swelling on the right side 
of the neck extended outwards behind the carotid sheath, the 
vessels being stretched over it. An abscess in the thyroid was 
opened, which contained between one to two drachms of pus. 
Microscopic examination of part of the wall of the abscess 
showed chronically inflamed thyroid tissue and tubercles. 
Two or three of the lymphatic glands were removed, and 
appeared to be in an early stage of tubercular infection. The 
sinus on the left side of the neck and the diseased portion of 
the left lobe were also removed. The convalescence presented 
only one feature of note, namely, the absolute refusal of the 
wounds to heal. Twenty-six days after operation she was 
sent to a convalescent home. Two months after the same 
date she was again admitted with tubercular dactylitis of one 
finger. The following note was made : "The wounds in the 
neck have not healed, and are covered with a yellowish gray 
kind of membrane.^' Three and a half months after the 
operation she had some fits which were diagnosed as epileptic. 
Soon after this she was put on Liq. Thyroidei in increasing 
doses. In a very short time there was marked improvement 
in the appearance of the wounds, her general health, mental 
and facial conditions. The fits ceased, though she had one or 
two fainting attacks. She died seven months after the 
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operation. Dr. Emin, who sent me a full account of her last 
illness, says that she died of tubercular meningitis and acute 
general tuberculosis. 

Besides the rarity of the pathological event, this case is 
interesting on account of the lack of thyroid secretion, almost 
entirely due to the action of the disease, which prevented the 
healing of the wounds ; the m.arked improvement, both general 
and local, which followed the administration of thyroid 
extract: to all appearances the disease of the thyroid was 
primary, and the condition of inadequate thyroidism may 
have predisposed to dissemination of the infection and the 
general tuberculosis. 

No signs of tubercular disease could be found in the lungs 
before the operation. 

The second case illustrates the secondary involvement of 
the thyroid, as a local caseous mass, in a case which died of 
pulmonary thrombosis and phthisis. During life an asym- 
metrical swelling of the thyroid was noted, though the patho- 
logical condition present was not suspected. 

Case 2. — Secondary local tuberculosis of the thyroid gland, 
— As this condition was found post mortem the case can be 
shortly treated. The subject was admitted under the care of 
Dr. Hawkins. The woman died of thrombosis of the pul- 
monary vessels and phthisis. There was a caseous mass the 
size of a walnut in the right lobe of the gland. There were 
no symptoms of inadequate thyroidism noted. 
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XIX. — A Case of Chronic Polycythsewda ivith Enlarged 
Spleen^ probably a Disease of the Bone-marrow. By 
F. Parkes Weber, M.D., F.R.C.P., and J. H. 
Watson, M.B., B.S. Bead March 11, 1904 

THE patient, Gerardus R., a cabinet-maker, aet. 58 years, 
a native of Holland, who since 1871 had lived in Eng- 
land, was admitted to the German Hospital at the end of 
November, 1903, complaining of vertigo and inability to do 
his work properly. He was then found by Dr. Weber to pre- 
sent the peculiar symptom-complex, chronic cyanosis with 
enlargement of the spleen, and polycythaemia. Following is 
the past history."*^ 

He was said formerly always to have had a very ruddy 
complexion, but during the last six or seven years an increas- 
ing liability to blueness of the nose and extremities had been 
observed. He had always been subject to indigestion, consti- 
pation, headaches, and occasional insomnia. Five years ago 
he brought up some blood {? haematemesis), and attended as an 
out-patient at a London hospital, but had no recurrence. At 
one time he seems to have been treated for stricture. No 
history of any other illnesses was forthcoming. He had 
certainly always been strictly moderate in regard to alcohol, 
and was known to have had a great aversion to intemperance. 
Of late years he had been subject to giddiness and feelings 
of weakness in the knees. The giddiness often came on 
when he got up from a chair or bed, and when he was doing 
his work. It had prevented him from following his employ- 
ment during the last year or so. 

In the latter part of the summer of 1903 he fractured 
some ribs and was an in-patient from August 31 to Septem- 
ber 23 at the German Hospital. After leaving the hospital 
he had some mental trouble (part of his possessions were 
apparently sold to pay his rent), and ideas of persecution 
were first noticed. When readmitted to the hospital on No- 
vember 30 his manner was quite different to what it had 
been before. He had become extremely emotional. It was 

* Some of it obtained from a daughter of the patient. 
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difficult to get him to eat, and lie had delusions. On Decem- 
ber 7 he had to be removed to an infirmary, and on December 
11 was transferred to Colney Hatch Asylum."*^ His mental 
condition seemed to improve there at first, and he nearly 
lost his delusions, yet he remained bodily and mentally 
feeble. On the morning of February 4 marked increase of 
the cyanosis was noted, and he died suddenly from syncope 
in the evening. 

Family history. — Father and mother lived to a fair age ; 
the former is said to have died of "heart disease.^' Several 
brothers and sisters are living in Holland, and some or all o£ 
them are remarkably ruddy in the face. There is no family 
history of insanity. The patient had one son who died of 
consumption. Another was epileptic, and died at nineteen 
years of age. Two other sons and two daughters are living 
and healthy. 

Clinical Featuees of the Case as observed at the German 
Hospital and Colnby Hatch Asylum. 

The patient was a well-proportioned man with fair mus- 
cular development, but rather thin. His weight in December, 
1903, was 10 st. 3 lbs. His skin was dry, and he was always 
more or less cyanosed. His fingers were slightly clubbed. 

The cyanosis, — This was specially marked over the nose, 
malar prominences, lips, ears, hands, and feet. It varied in 
degree considerably from time to time. It was markedly 
increased whenever the patient became mentally excited, and 
was extreme shortly before he died. A slight pigmentation of 
the skin of the face was probably aresult of the chronic cyanosis. 

The temperature was slightly subnormal. 

Thoracic organs, — There was evidence of a moderate 
amount of pulmonary emphysema. The heart presented no 
obvious signs of disease. No murmur was heard on any occa- 
sion. The respirations averaged fifteen per minute, the 
pulse being generally about sixty-five per minute. 

Circulatory system, — The radial arteries felt a little 
thickened. The pulse was regular, of average frequency 
(about 65), of medium volume, and generally of decided high 
tension. Sphygmographic tracings with a Dudgeon's instru- 
ment showed a pulse of sustained pressure, almost anacrotic in 

* We must express our thanks to Dr. W. J. Seward, medical superin- 
tendent of the asylum, through whose kindness every facility was given us 
tp make our ol^servations. 
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character. By Hill and Barnard's pocket sphygmometer we 
estimated the blood pressure in the radial artery as equivalent 
to about 120 mm. mercury,"*^ and on different occasions by 
their larger instrument on the arm we found it reached 140 
to 170 mm. mercury. There were no varicose veins in the 
lower extremities, and no venous pulsation or distension at 
the root of the neck was observed. Dr. R. Grruber kindly 
made an ophthalmoscopic examination, and found nothing 
abnormal except extreme distension of the retinal veins and 
very minute vessels, some of the veins having a slightly monili- 
form appearance. Doubtless, chiefly owing to the distension 
with blood, many minute vessels were visible which in ordi- 
nary persons would be invisible. 

The abdominal organs. — The spleen was certainly enlarged, 
and could easily be felt during inspiration below the costal 
margin. By palpation nothing else abnormal could be found. 
There was no distension. We thought that the liver was not 
enlarged. 

The urine. — The average daily quantity of urine was esti- 
mated at about 40 ounces, whilst the patient was drinking 
about 55 ounces of fluid per diem. Dr. Watson estimated 
the urea in the urine at about 13*25 grains to the ounce, which 
would make a daily excretion of about 530 grains (34J 
grammes) — that is to say, about the normal amount. The 
urine was of about specific gravity 1020, usually clear, acid, 
free from sugar, but yielding a cloud of albumen (about 0*5 
per mille by Esbach's tube) . It was of a deep orange colour, 
and on dilution showed a urobilin absorption band by spectro- 
scopic examination. Heating with a little nitric acid heightened 
the colour. The addition of a perchloride of iron solution 
caused a reddish-brown colour reaction. No urinary casts 
were detected by the use of the centrifugal machine and 
microscopic examination. Following is a report on a specimen 
of the patient^s urine kindly written out for us by Dr. A. E. 
Garrod : 

*^ The urine contained a large amount of uro-erythin, and 
threw down a deep pink urate sediment. The filtrate showed 
a very pronounced urobilin band, the amount of urobilin 
being obviously considerably in excess. The filtrate was 
rendered acid with acetic acid, and was then shaken with 
some amylic alcohol. The amylic extract showed a dark uro- 

* That is the pressure at which the maximum pvXse oscillations were 
shown by this instrument^ not the pressure sufficient to suppress the 
oscillations. 
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bilin band and very faint bands of haematoporphyrin, indi- 
cating an amount of that pigment rather above the normal 
trace, but only such as is often seen in morbid urines. The 
presence of this last pigment in such amounts has no special 
significance. The pigmentation of the urine was such as is 
often seen when there is either organic disease or functional 
derangement of the liver." 

The blood, — ^At the beginning of December, 1903, when the 
patient was at the German Hospital, the haemoglobin value of 
his blood from finger and ear, was estimated (Dr. Campiche 
at the request of Dr. Weber) at about 150 — 160 per cent, of 
the normal. Eed cells about 9,000,000 per c.mm., white cells 
about 12,000. No abnormal blood-cells were seen. At Colney 
Hatch Asylum we were able, after saturating the blood with 
coal-gas, to carefully estimate the haemoglobin value by using 
Haldane's modification of Gowers' haemoglobinometer. Though 
this instrument is graduated to measure only up to 130 per 
cent., the divisions of the scale are at equal intervals from 
each other, and so we were able to calculate that the haemo- 
globin value in our patient was approximately 170 per cent. 
Four blood-counts were made on different occasions at Colney 
Hatch and the red corpuscles were estimated at between ten 
millions to slightly over eleven millions, and the white cells 
at between 7,500 and 8,000 per cubic millimetre. On January 
17, 1904, the red cells were put down as 10,700,000, the 
white cells as 8,000. The white cells were not counted at the 
last examination, namely on January 29, when the number 
of red cells reached 11,150,000. Blood-films of January 31 
were searched for erythroblasts, but with a negative result. 
A differential count of white cells was made by Dr. G. L. 
Bastes (December 21, 1903). Of 400 white cells counted 
he found that the small lymphocytes made up 13*2 per cent., 
the large lymphocytes 4*2 per cent, (total lymphocytes 17*4 
per cent.), polymorphonuclears 82*4 per cent., and coarsely 
granular eosinophile cells 02 per cent. Dr. Bastes added 
that during the count no myelocytes or other abnormal cells 
were seen, and there was no poikilocytosis. The average 
diameter of the red blood cells (Dr. Watson by Ramsden's 
micrometer eye piece) was found to be 7*1 micro-millimetres 
(measured in dried films), that is, if anything, slightly below 
the average. On a glass microscope slide ^ the coagulation 
time of the blood (that is, for the beginning of coagulation), 

* Vide the clinical method recommended by Dr. M. Copeman in AUbutt's 
System of Medicine, vol. v, p. 451. 
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was found to be one and a half to two minutes. We endea- 
voured by Hammerschlag's and by another method to estimate 
the specific gravity of the blood and made it slightly over 
1060, but we may have underestimated it. 

The Nervous System and Mental Symptoms. — Nothing ab- 
normal was found on examining the patient^s pupillary 
reactions, knee jerks, or other reflexes. No motor paresis, 
incoordination or abnormality of sensation was to be found. 
The muscular sense was normal. The speech was not affected, 
except that it was rather slow, perhaps owing to mental 
confusion. We need not add anything to what we have 
already said in regard to the headaches, the vertigo, and the 
feelings of giving way of the knees and prostration, to which 
the patient was subject. The following resume (Dr. Watson, 
January 24, 1904) of his mental symptoms at Colney Hatch 
Asylum shows that the state of his mind was one of ^^con- 
f usional insanity : ^' 

" The patient is very talkative, very confused, and more or 
less incoherent ; his sentences are very disjointed. He seems 
not to know where he is. He is slow in understanding what 
is said to him. He behaves himself fairly well, and is not 
violent or destructive, but rather slovenly in his dress ; in his 
habits he is quite clean. Since admission he has taken little 
or no interest in his surroundings. As a general rule he sits 
moping in front of the fire, and has to be literally dragged 
away to his meals. At the table he plays with his food, eating 
very slowly, and apparently with no relish. After meals 
there is the same difficulty in getting him to leave his seat. 
His mood is changeable, but for the most part depressed. His 
moral conceptions and judgments are quite natural. His 
memory is much impaired both for past and recent events. 
He does not mistake objects (apraxia). At present there is 
no evidence of illusions or hallucinations. Delusions are not 
marked, but at times evident, and of a depressive type. At 
one time he was convinced that his food was poisoned. He 
has no suicidal tendency.^^ 

Necropsy (Dr. Weber). 

To avoid repetition we will say at once that one of the 
most remarkable appearances noted was the extreme distension 
of all the minute venules with blood. This was especially 
striking when the abdomen was opened. The minute 
mesenteric venules reminded one of the appearance seen in 
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an anatomical preparation in which the vessels had been 
very forcibly injected with some dark bluish *^mass.'''^ This 
corresponds to the state of things found in a similar case by 
Tiirk (see Literature at the end) and likewise exactly corre- 
sponds to Dr. Gruber's description of the fundus oculi during 
life (to which we have already alluded) . We may also here 
mention that all the viscera were hyperaemic. In fact, as a 
histological examination of the various organs subsequently 
showed, the microscopic blood channels were engorged 
with blood just as were the minute venules which could be 
seen with the naked eye. All the medium-sized arteries 
(radials, basal arteries of the brain) seemed somewhat 
thickened. 

Brain and shulLf — On the inner surface of the calvarium 
the vascular grooves are peculiarly well-marked, in fact, more 
of these channels are seen than in ordinary skulls. This 
doubtless corresponds to the distension of small and medium- 
sized veins all over the body, to which we have already 
referred. There is slight thickening of the pia-arachnoid, 
which is intensely congested. The membranes strip easily 
and leave no erosion. No gross lesion can be found in the 
brain. The cortex is unduly dark, evidently due to the 
vascular engorgement and dark colour of the blood. Weights : 
Whole brain, 1460 g. = 51^ ounces ; right cerebrum, 640 g. 
= 22|- ounces ; left cerebrum, 635 g. = 22f ounces ; cere- 
bellum, pons and medulla, 190 g. =: 6^ ounces ; right 
cerebrum, after stripping off membranes, 610 g. = 21^ ounces. 
The pituitary body is not enlarged. 

Lungs. — Large and moderately emphysematous, somewhat 
unduly covering the anterior surface of the heart. There 
are a few small hasmorrhagic infarcts (? thrombotic or 
embolic) in the anterior edge of the lower part of the right 
lung, and one at the base of the left lung. Both lungs 
engorged with blood. No evidence found of old or recent 
tubercle, except a little pleuritic puckering from slight 
former disease at both apices. No pleuritic adhesions, but a 
few small flakes of recent lymph are present at the left 
pulmonary base. Weight of both lungs together 1300 g. 
(46 ounces). 

Heart. — Of medium size, but showing a decided relative 

* It must be remembered, however, that the distinctness of all the small 
veins was doubtless due not only to their distension, but also to the high 
haemoglobin value and the venosity of the blood they contained. 

t Kind assistance was given by Dr. C. F. Beadles at the necropsy, 
especially in the examination of the brain. 
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hypertrophy of the left ventricle. Weight about 298 g. 
(lOi ounces)."^ Both ventricles firmly contracted.t The 
mitral orifice admits two, the tricuspid orifice three fingers. 
The two anterior curtains of the aortic orifice are partly 
united by an old, hardish vegetation (of the size of a medium 
pea) situated between them, but excepting slight thickening 
of the mitral cusps there is no other valvular disease. No 
aperture in the interventricular or interauricular septa. No 
congenital disease. The ductus arteriosus is represented by 
a thin tendinous cord. There is some slight atheromatous 
change in the thoracic aorta. There is a little (possibly 
ante-mortem) colourless clot rather firmly fixed in the mesh- 
work of muscular trabeculaB of the right auricular appendix. 
We may here point out that the weight of the heart and the 
absence of any murmur during life prove that the mechnnism 
of the aortic valves cannot have been much impaired by the 
old slight disease found at the necropsy. 

Spleen, — Uniformly enlarged. Weight 655 g. (23 ounces). 
A few small perisplenic adhesions. There is one tough, 
whitish, depressed wedge-shaped scar on the convex side oiE 
the spleen, doubtless representing an old infarct. On section 
the splenic substance appears normal to the naked eye. 
There is no disease in the splenic arteries and veins. 

Liver. — Weight 1760 g. (62 ounces). No evidence of 
disease. No nutmeggy appearance on section. 

Kidneys. — Weight of both together 445 g. (16 ounces). 
Capsule strips fairly easily. Cortex not noticeably diminished. 
The substance of both these organs is rather hard. 

The supra-renal capsules appear macroscopically not to be 
diseased J ; and nothing unusual is observed in examining 
the urinary bladder and testes beyond varicocele. 

The alimentary canal. — The mucous membrane of the 
stomach is intensely congested. A round ulcer, with sharp 

* This weight was taken only after the heart had been lying for a con- 
siderable time in weak formalin, but the weight of the spleen which had 
been lying with it was found to have hardly altered at all. 

t Albanese, in his experiments on the hearts of frogs, found that if the 
circulating fluid was not viscid enough the heart's action was arrested in 
diastole. In conditions of polycythaemia, as we shall subsequently point 
out, the blood is too viscid {Arch. f. exp. Path. u. Pharm., Leipzig, 1893, vol. 
xxxii, p. 296). 

X In regard to the occurrence of hypertrophy of the supra-renals in con- 
nection with changes in the blood-vessels {vide Gouget, Societe de Biologic, 
Paris, December 19, 1903 ; and O. Josue, Presse Medicale, Paris, May 4, 1904, 
p. 281 ; and Aubertin and Ambert, Tribune Medicale, Paris, 1904, p. 119), we 
are sorry that we omitted to take the weight of these organs. 
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edges, of the diameter of a shilling, is situated on the 
posterior surface about two inches away from the pylorus. 
At the site of the ulcer there are old peritoneal adhesions 
between the stomach and the adjacent parts. The lymphatic 
follicles of the mucous membrane of the ileum near the ileo- 
caecal valve appear somewhat enlarged, but otherwise there 
is no intestinal disease. Some " coffee ground " material is 
noted on opening the stomach and intestine (? from the 
gastric ulcer or congestion of the gastric mucous membrane). 

The mesenteric glands are moderately enlarged. No big 
haemolymph glands are to be found near the aorta. 

A few atheromatous patches are present in the lower part 
of the abdominal aorta. 

The thyroid gland weighs 35 g. (1^ ounce) and appears 
normal to the naked eye. 

Bones and joints, — The left humerus, sawn through longi- 
tudinally, shows red transformation of the marrow of the 
whole of the shaft. The left femur and the right tibia, both 
sawn through transversely in the centres of their shafts, show 
bone-marrow of the same deep red appearance. Transverse 
section through the shafts of smaller long bones, namely the 
right fibula, the right radius and the right ulna, shows 
relatively pale and fatty-looking marrow. The cancellous 
tissue of the sternum is very red. On examination of one of 
the large joints (left shoulder joint) nothing abnormal can be 
found."^ 

Microscopical Examination. 

An account of the examination of the blood has already 
been given. 

The bone-marrow, — Sections of bone-marrow from the 
shaft of the left humerus were stained (1) by haematoxylin 
and eosin, (2) by methylene blue and eosin, (3) by poly- 
chromic methylene blue, (4) by Jenner^s blood-stain, (5) by 
Leishman^s blood-stain, (6) by Ehrlich's triacid stain, (7) by 
Mann's biacid methyl-blue and eosin mixture {vide Mann's 
description of his longer method in his Physiological Histology, 
1902, p. 216), (8) by carbol-fuchsine and methylene blue. 

The tissue was found to consist of nucleated cells and thin- 
walled vessels distended with blood. 

* We have to thank Dr. F. W. Mott, F.R.S., Pathologist to the London 
County Asylums, for his kind interest and the loan of several instruments. 
He was prevented by illness from being present at the post-mortem exami- 
nation. 
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The fat cells, of which normal marrow from the shafts of 
long bones chiefly consists, were represented only by a vesicle 
here and there. Four classes of nucleated cells could be 
distingn i ah ed — 

(a) The greater portion {i. e. greater in bulk if not in actual 
number) were rounded or polygonal cells, containing a rather 
large vesicular nucleus with scanty chromatin network sur- 
rounded by a good deal of faintly-stained protoplasm gener- 



FiQ. 3. — HicroHOopio section (hematoxylin) of tbe bone marrow from 
the shaft of tho l^t humerus ( x 220). It shows a tissue con- 
sisting of myelocytes, ery throblasts, and giant-cells, together with 
thin-walled dilated blood-vessels full of red blood corpuscles. 
There are no fat vesicles visible. The erythrobkata are dis- 
tinguished in this speciraen by their small dark nuclei. Most of 
the other nucleated cells are myelocyf^s (the eosinophlle myelo- 
cytes are not specially stained in this specimen). There are 
several giant-cells present, 

ally without distinct granules. Although we seldom saw any 
distinct granules in these cells, we regard them as "represent- 
ing" the ordinary neutrophile myelocytes. We have, how- 
ever, no objection to calling them, at least those which showed 
no distinct granulation, "mononuclear cells of the large 
lymphocyte type," for we believe that cells of the large 
lymphocyte type, when they occur in the bone-marrow, should 
be generally regarded as "non-granulated myelocytes." 
Certain cells, which apparently belonged to the same group, 
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were smaller, had little protoplasm around their nuclei, and 
reminded us of ordinary lymphocytes. 

(b) Scattered about throughout the sections were a fair 
number of cells somewhat resembling class A, but their nuclei 
were often smaller and more deeply stained, and were some- 
times lobed or otherwise irregular in form, and their cyto- 
plasm contained eosinophile granules. These we regarded as 
cosinophile myelocytes, although their granulation appeared 
less coarse than that of typical coarsely-granular eosinophile 
cells. 

(c) Almost as numerous as the cells of group A, and in 
some parts of the sections more numerous, were cells having a 
nucleus staining very deeply (at least with haematoxylin and 
with methylene blue) and quite or almost homogeneously. In 
these cells the amount of cytoplasm around the nucleus varied 
considerably, but most of the nuclei seemed to be surrounded 
by a thin film only. Moreover there were a great many 
nuclei apparently without any cytoplasm around them. Chiefly 
on account of the intense staining of their nuclei we regarded 
these cells as erythroblasts, though their cytoplasm with most 
of our stains took on a different colour to that taken on by 
the erythrocytes. The cells and also their nuclei were not all 
of the same size, but by far the majority might be classed as 
normoblasts or the nuclei of normoblasts. Sometimes two or 
more nuclei were seen in the same cell, and sometimes the 
nucleus appeared rosette-like or irregularly split up. These 
cells were very unevenly distributed through the sections, 
occurring scattered about in some parts, but in other parts 
collected together in clamps. Their nuclei, notably the nuclei 
without any protoplasm around them, were generally deeply 
tinted by the eosin in sections stained by Mannas eosin-methyl- 
blue method.* 

(d) a good number of large endothelioid cells and typical 
giant-cells were present scattered about over all parts of the 
sections. 

For certain reasons, into which we need not enter, a search 
for tubercle bacilli in the bone-marrow was made, but with 
negative results. 

The spleen, — The Malpighian corpuscles appeared normal. 
The enlargement ^of the organ seemed to be due merely to 
increase of the splenic pulp and engorgement with blood. 

Sections of an enlarged mesenteric lymph-gland from near 

♦ Possibly owing to some necrobiotic change having occurred. 
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the stomach showed considerable increase of the fibrous 
tissue of the trabeculae, apparently the result of chronic 
adenitis. Considering that the patient had a chronic ulcer of 
the stomach this evidence of chronic inflammation in a neigh- 
bouring lymph-gland was not surprising. 

In sections of the liver nothing remarkable was seen beyond 
engorgement of the organ with blood and a certain amount 
of deposit of brown pigment granules in the central portions 
of the acini. Although this pigment deposit is similar to that 
Avhich is ordinarily seen in chronic venous congestion of the 
organ, there was evidently no near approach to the condition 
of " nutmeg liver.*^ By the potassium f errocyanide and hydro- 
chloric acid method no evidence of the presence of free iron 
was obtained in sections of the liver and spleen. 

Microscopical examination of a kidney showed no inter- 
stitial nephritis, and certain parenchymatous changes in the 
renal epithelium were probably of post-mortem origin. A 
feature worth mentioning was the remarkable engorgement of 
the minute renal blood-vessels. In fact, in sections counter- 
stained with eosin the appearance due to the vascular engorge- 
ment was similar to that in sections of a kidney the vessels of 
which had been forcibly injected with a bright red material 
for demonstration purposes. 

Transverse sections of both right and left radial arteries 
seemed to show a decided relative increase in the size of the 
muscular coat ("arterial hypermyotrophy ^^), all due allow- 
ance being niade for shrinkage during preparation of the 
specimens. This confirmed our previous conclusions as to 
thickening of the medium-sized arteries generally.''^ 

Remakes. 

It is quite clear that the foregoing case is an example of 
the clinical group described under the heading " Polycythaemia 
with Splenomegaly and Chronic Cyanosis/^ or under some 
similar heading, by several different observers, and in the 
English language, notably by Osier (see Literature at the 
end).t We must here shortly recapitulate the main points. 

* We have to thank Mr. S. G. Shattock for his kindness in looking 
through sections of some of the viscera with us. 

t Perhaps cases of chronic cyanosis with enlarged spleen and poly- 
cythaemia in which the splenomegaly was found to be due to tuberculosis 
(as in the case of Bendu and Widal) should be placed in a separate group. 
In acute tuberculosis of the spleen (as in D. D. Stewart's case) poly- 
cythaemia may be absent, possibly because the disease has not lasted long 
enough. 
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The patient was a man aet. 58 years, who had always been 
very ruddy in the face, though strictly temperate with regard 
to alcohol. He had apparently usually enjoyed fair general 
health, though always inclined to " indigestion '' and constipa- 
tion. A tendency to blueness of the nose and extremities had 
been noticed during the last six or seven years. Latterly he had 
been subject to feelings of giddiness and prostration, which 
prevented him from following his employment. 

At the end of 1903, some time after an injury (fracture of 
ribs), he began to suffer from delusions, and had to be 
admitted to a lunatic asylum, where, in spite of apparent 
mental improvement, he seemed to get weaker. He died 
suddenly of syncope during a period of increased cyanosis. 

The pSht-mortem examination showed the presence of a 
certain amount of pulmonary emphysema, and slight old 
disease at the aortic orifice of the heart, but these changes were 
quite insufficient to account for the enlarged spleen, and for 
the polycythaemia,"^ and the other symptoms observed during 
the patient^s life. Moreover, the liver had not the typical 
"nutmeg'^ appearance of chronic passive congestion as it 
would have had if the enlargement of the spleen had been 
due to pulmonary emphysema and cardiac disease. On the 
other hand, the examination of the patient's bones showed 
that almost all the ordinary yellow (normal) marrow of the 
shafts of the long bones was in this patient replaced by red 
marrow, from which fat cells were nearly absent, in other 
words, the amount of erythrocyte-forming tissue in this man's 
body was immensely greater than in the bodies of ordinary 
persons. It became, therefore, obvious that even if the 
formation of red blood-corpuscles had not been particularly 
active in any one part of the bone-marrow, the total pro- 
duction of red cells in the patient's body must have been 
much above the average, owing to the great excess of the 
tissues engaged in manufacturing them. In this connection 
it may be noted that in Cabot's second case, and in two of 
Turk's cases, erythroblasts were found during life in the cir- 
culating blood, indicating increased activity of the erythro- 
cyte-forming functions of the bone-marrow (see Idterature at 
the end) . In regard to destruction of red cells, we have no 

* Contrary to the statements of some writers it seems that in chronic 
cyanosis due to heart disease the red corpuscles may exceed seven or eight 
millions per cubic millimetre. Thus, in a seven-year-old girl with con- 
genital pulmonary stenosis Friedel Pick (Verein deutscher Aerzte in Prag, 
January 22, 1904) recently found the erythrocytes to be over ten millions 
per cubic millimetre. 
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certain evidence in our case that this was increased, though 
judging by the enlargement of the spleen,^ the high colour of 
the urine, etc., it is more likely to have been increased than 
diminished. 

We repeat, then, that in the present case we have 
abundant evidence that an increased production of erythro- 
cytes was taking place in the bone-marrow, and in Saundby 
and Russell^s case, though it is stated that the marrow of the 
femur was normal on naked eye inspection, no microscopic 
examination was made, and the marrow of other bones seems 
not to have been examined. It must be remembered, how- 
ever, that as yet there have been only very few necropsies on 
cases of this class, and in scarcely any of them has the bone- 
marrow been examined. 

The question arises, What was the cause of the bone- 
marrow changes in our case ? We must acknowledge that 
such changes may probably sometimes be secondary to 
circulatory disturbance from heart disease. Thus, in 'post- 
mortem examinations on two children with congenital pul- 
monary stenosis and cyanosis, E. Weil t found that there was 
red transformation of the bone-marrow, sections of which 
showed that all traces of the normal fatty tissue had dis- 
appeared. In our case and similar cases, unlike such 
" cardiac " cases, we would provisionally regard the changes 
in the bone-marrow as primary, or, if not strictly speaking 
primary, as representing an excessive ''vital reaction'' to 
stimulating agents which in ordinary individuals would have 
hardly been sufficient to excite any reaction at all. J 

Further than this we cannot go with certainty, but it has 
occurred to us that on one supposition we can account for 

* In the cases of persistent cyanosis accompanying chronic tuberculous 
splenomegaly (case of Bendu and Widal, etc.), it seems possible that the 
polycythsemia may be partly due to diminished destruction of red cells in 
the spleen. 

t 8oc. de Biologie, Paris, June 29, 1901, p. 713. 

j Dr. G. A. Gibson {Lancet, 1903, vol. ii, p. 1564) regards the whole 
symptom-complex as probably due to myocardiac weakness. We of course 
admit that polycythsemia may occur as a "vital reaction" resulting from 
imperfect oxidation of the tissues in cardiac disease, etc. If, however, the 
symptom-complex were in our class of cases really a " vital reaction " of this 
nature, it woidd. appear to be a vital reaction out of all proportion to the 
exciting agents. We should therefore be driven to the assumption that the 
bone-marrow in these patients possessed the (congenital ?) peculiarity of 
altogether excessive reaction towards any exciting agent, or, at least, to any 
stimulation of its erythrocyte-forming functions. In this connection it may 
be borne in mind that our patient had formerly always been distinguished 
by a very ruddy complexion, and that h^ belonged to a family with similar 
ruddy complexions. 
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the association of the chief phenomena constituting the 
symptom-complex of our own and similar cases. This 
supposition is that the osmotic tension of the blood of 
patients with extreme polycythaemia (whether as a result of 
the polycythaBmia ^ or not) is higher than that of ordinary 
blood. Although there are many apparent physical objections 
to this supposition we have determined provisionally to 
entertain it, for it is only by this means that we can in any 
way explain the condition of patients of this group. 

Further observations on similar cases will show whether 
our supposition is justified or not. At present we will 
endeavour to explain the main symptoms on the basis of our 
supposition. Granting it to be correct, it follows by the laws 
of osmosis that the blood contained in the vessels tends to 
give less fluid up to the tissues than normal blood. As a 
result of this, the small blood-vessels will be habitually 
distended t and there will be a true condition of "polyha9mia" 
or blood plethora J as well as of polycythaemia. The spleen 
will become enlarged, since in a sense it is an elastic reservoir 
of blood at a pressure approximately that of blood in the 
capillaries, and, apart from enlargements due to structural 
diseases, varies in size mainly § according to the pressure of 
the blood within it. 

In spite of the existence of true plethora in the vessels 
there would, according to the explanation we have proposed, 
be a tendency for the tissues to be imperfectly supplied with 
fluid from the capillaries, and consequently to be imperfectly 

* However, a rough experiment made by Dr. Weber, with Dr. Lazarus- 
Barlow's kind assistance by means of his osmometer tubes, seems to show 
that artificial increase of the proportion of corpuscles in fresh horse's blood 
(coagulation prevented by the addition of i per cent, potassium citrate) 
rather lowers than raises osmotic tension. 

t As we have subsequently shown, the viscosity of the blood is necessarily 
increased when there is polycythaemia. Hence we must acknowledge that 
the dilatation of the minute blood-vessels may be equally well explained as 
being compensatory to the increased difficulty in the circulation resulting 
from the abnormally viscous state of the blood. 

X In spite of Cohnheim's classical teaching as to the great improbability 
or impossibility of any persistent true blood plethora {vide Cohnheim's 
Lectures on General Pathology, New Sydenham Society's translation, London, 
1889, vol. i, p. 424). 

§ From this point of view the spleen may be said to act as a manometer 
of the capillary blood-pressure. In regard to the present question one need 
not take into consideration the slight rhythmical variations in the volume 
of the spleen which have been studied by physiologists in animals, and 
which are doubtless due to the action of the unstriped muscular tissue in 
the trabecule and walls of the blood-vessels and capsule of this organ. 
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supplied with nutrient material, and with oxygen for com- 
bustion. Under such conditions, therefore, the skin and 
other tissues (in spite of the polyhaemia) would tend to be 
abnormally dry and rather ill nourished than well nourished, 
whilst metabolism would tend to be defective. 

Similariy, secretions and excretions of the body would 
tend to be diminished. The daily output of urine would be 
below the average, and the urine itself probably more highly 
coloured. The gastro-intestinal secretions would be lessened 
and thus conditions of chronic constipation and dyspepsia 
would be favoured. The central nervous system, like the 
other tissues, would share in the nutritional disturbances, and 
feelings of prostration, headache, giddiness, and other sym- 
ptoms might be complained of. 

The presence of true plethora, as well as of increased 
viscosity of the blood (see later section), would tend to throw 
extra work upon the muscular tissue of the circulatory system 
and lead to hypertrophy (hypermyotrophy) of the arterial 
walls and left ventricle. 

According to our hypothesis, as we have briefly explained, 
the vertigo and other nervous symptoms, as well as the scanti- 
ness of the urine, the dryness of the skin, the splenomegaly, 
and the distention of the minute blood-vessels as seen by the 
ophthalmoscope during life, would all be secondary to the 
osmotic state of the blood. The cyanosis of the face, ears, 
hands, and feet, which varies very much in degree at different 
times, and is apparently apt to be much increased by mental 
excitement and during attacks of prostration, may perhaps be 
partly explained as an expression of embarrassment resulting 
from excessive work thrown on the circulatory organs. It 
seems to us, however, that, according to our hypothesis, it 
would also be partly due to the osmotic conditions, if these 
were caused by the polycythaemia ; in fact, we suppose that, 
granting the existence of such osmotic conditions, there would 
be an increased tendency for carbonic acid to be carried into 
the blood-vessels and a diminished tendency for oxygen to be 
carried from the blood to the tissues in patients of our class 
of cases as compared to ordinary persons. 

Here we must make a short digression in regard to what 
in a preceding paragraph we said on increased viscosity of 
blood. We have succeeded in experimentally proving that, 
other conditions being similar, increase in the proportion of 
corpuscles to blood-plasma does decidedly increase friction 
in the flow of blood through capillary channels ; that is to 

VOL. XXXYII, 9 
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say, it raises the "viscosity" of the blood. Professor J. 
McFadyean kindly provided us with a glass vessel containing 
1000 C.C. of fresh horse's blood, in which clotting had been 
prevented by the addition of 10 grammes of a 50 per cent, 
aqueous solution of citrate of potassium. The corpuscles were 
given time to sink to the bottom of the vessel until two 
distinct strata were formed, a lower opaque red one contain- 
ing almost only blood-corpuscles and an upper clear yellow 
one consisting of blood-plasma. It was then easy, by the 
help of a pipette, to obtain samples suitable for our purpose 
as follows: (1) a sample of the stratum of blood-plasma (of 
specific gravity 1025) ; (2) a sample of the corpuscular 
stratum ; (3) a sample obtained by mixing one part of the 
corpuscular stratum with three parts of the plasma, the 
specific gravity of the mixture being about 1040 ; (4) a sample 
obtained by mixing one part of the corpuscular stratum with 
seven of the plasma, the specific gravity being about 1030. 
By means of a Thoma-Zeiss haemocytometer it was found that 
the proportion of red cells in the first mixture (that is No. 3) 
was four millions per cubic millimetre ; therefore the propor- 
tion in the other mixture (No. 4) was about two millions to 
the Cjmm."^ The four different samples were then compared 
in regard to viscosity by allowing them to run through a long 
glass capillary tube (similar to the tubing employed in the 
stems of thermometers) with a bulb in the upper part (for the 
pattern for which we are indebted to the kindness of Prof. 
A. Schuster, F.R.S., of Manchester), the time taken by the 
upper surface of the liquid to pass from a mark on the glass 
tube above the bulb to another mark below the bulb being 
carefully noted in each case. Distilled water took 43 seconds. 
The blood-plasma (No. 1) took 65 i seconds. The second 
mixture (No. 4) took 84 seconds. The first mixture (No. 3) 
took 110 seconds. We did not stop to ascertain the exact 
time taken by the sample of the corpuscular stratum (No. 2), 
because it evidently would have taken half-an-hour or longer. 
The temperature was constant during these experiments, and 
as the specific gravities of the different fluids were obtainable 
it would have been possible, as Prof. Schuster t pointed out, 

* Professor McFadyean kindly informs us that the normal proportion of 
red corpuscles in horse's blood is usually given as 7 to 8 millions per cubic 
millimetre, and that their average diameter is 6 to 7 micro-millimetres (i. e. 
slightly less than that of human red corpuscles). 

t He told us that if the time taken in two different liquids be t^ and t^ 
respectively, and Pi and p^ ^ ^^^ respective densities of the two liq[uids, aQd 
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to ascertain the coeflScient of viscosity of each sample. All 
we required was, however, to prove, as we succeeded in 
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Fio. 4. — The liquid is sucked up from an open vessel, c, by means 
of an india-rubber tube, h. The liquid is then allo-wed to fall 
whilst the tube is kept in a vertical position. The times at 
which the upper surface of the liquid passes the marks a and 
B are noted. 
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liquid (as in our case, for water), n^ is known, n^ may be calculated out. 
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doing, that increase of the corpuscular elements was accom- 
panied by a decided rise in the viscosity of the blood."^ 

It is impossible to say in our case, as in other cases of the 
same group, precisely when the disease commenced. All we 
can state is that the cyanosis was noticeable during the last 
six or seven years of the patient^s life. We have good 
authority for supposing that even before this time he had a 
markedly ruddy complexion, and that some of his near rela- 
tives were like him in this respect. Unfortunately we have 
not been able to examine the blood of these relatives, as they 
are not living in England. 

Concerning treatment we have very little to suggest. It 
seems to us, however, that probably one of the most unfortu- 
nate things that can happen to a patient is to suffer from any 
accident temporarily preventing him from taking his -usual 
exercise and the usual amount of fresh air, since deficiency of 
fresh air and want of exercise must almost certainly lead to 
diminished destruction of red blood-corpuscles. It is possible 
that in our patient the diminution of open-air exercise con- 
sequent upon the accident and the mental disorder may have 
had some influence in hastening the end. Injury to bones, 
such as occurred in our case, might perhaps aggravate the 
disease (1) by exciting the bone-marrow to increased activity; 
(2) by rendering rest indoors necessary, and thus diminishing 
the destruction of red blood-corpuscles. t 

Venesection does not seem, according to our views, to be 
likely to do any good, unless in association with the introduc- 
tion of normal saline solution to dilute the circulating blood. 
Such patients ought probably to be supplied with as great 

* It follows that conditions of polycythsemia and oligocythsemia (whether 
absolute or relative) have some importance in regard to indications for 
venesection and for injections of normal salt solution (subcutaneous or 
intravenous). When we made these experiments we did not know of those 
of Jacoby, an abstract of which is given in the Deut. Med. Wochenschrtft for 
February 21, 1901. By employing leech extract, or else by defibrinating 
blood to prevent coagulation, and by the aid of the centrifugal machine, he 
was able to study the influence of the proportion of corpuscles on the 
viscosity of the blood. He found that the viscosity was far more influenced 
by the proportion of corpuscles than by gummy (viscous) substances in the 
blood-plasma, and still more so than by the amount of salts, etc., present. 
By increase of corpuscles the viscosity of the blood was raised, and the 
excretion of urine slightly diminished, though the blood-pressure became 
slightly higher and the pulse-frequency remained the same. The bearing of 
Jacoby's experiments on the explanation of the present case is obvious. 

t In this connection it may also be remembered that the patient suffered 
from a hemorrhage (? from the stomach) Ave years before his death, and 
that any severe hsemorrhage may be regarded as a possible exciting or 
aggravating factor in the aetiology of bone-marrow diseases. 
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abundance of fresh air as patients suffering from pulmonary 
tuberculosis. Any food or drug such as iron-containing 
medicines,* known specially to excite the erythrocyte-f orming 
functions of the bone-marrow, or coal tar products, such as 
acetanilide (" antifebrin ^0> known to cause cyanosis,t should, 
of course, be specially avoided. 

Addendum (June, 1904). 

If, as H. Eibbert believes {Centralhlattfiir allg,Pathologie, 
Jena, 1904, vol. xv, No. 9), there is a form of " myeloma," 
that is to say, of growth originating in the bone marrow, 
which should be termed " erythroblastoma," because the 
tumour-cells are allied to erythroblasts {i.e. derived from 
the embryonal ancestors of erythroblasts), it seems to us not 
unlikely that cases of polycythasmia with splenomegaly, such as 
our case, bear a relation to cases of erythroblastoma similar 
to that which the various forms of leukaamia bear to the 
various forms of "myelogenic pseudoleukaemia," that is to 
say, to the other (non-erythroblastic) forms of myeloma. 
(Cf. F. P. Weber, "A Case of Acute Leukaemia, with a 
Scheme of Classification of Leukaemias and Pseudo-Leu- 
kaemias," Trans. Path. Soc. London, 1903, vol. liv, p. 286.) 
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XX. — Intra-craiiial Resection of the Second Division of 
the Fifth Nerve for Epileptiform Neuralgia. By 
J. Hutchinson, Jun. Read March 11, 1904. 

SOME three years ago, in a paper on " Excision of the 
Gasserian Ganglion,^' I advanced the proposal "that the so- 
called excision of MeckeFs ganglion (always a very difficult 
and uncertain proceeding, involving disfigurement of the face) 
should be given up in favour of intra-cranial division of the 
superior maxillary trunk, just above the foramen rotundum/^^ 
The recommendation was based on the following con- 
siderations : 

1. The more central the operation, the nearer to the brain, 
the more certain is the prospect of permanent cure. In almost 
every case of peripheral operation, including removal of 
Meckel's ganglion, the neuralgia has returned after an 
interval of a few months or years. 

2. The surgeon who works through the walls of the antrum 
to the pterygo-maxillary fossa is greatly hampered by the 
depth of the wound and by haemorrhage from the internal 
maxillary artery. He may be successful in defining the trunk 
of the superior maxillary nerve in the upper part of the fossa, 
but he is very likely to fail. 

3. A depressed scar in the middle of the cheek is much 
more disfiguring than one hidden by the scalp in the temporal 
region. 

In the middle fossa of the skull the whole of the superior 
maxillary trunk, before it has given off any branches, can be 
exposed. Here it can be not only divided but a considerable 
portion of it can be excised, so that there will be no chance 
of subsequent union. 

The amount of the nerve available at this point for excision 
varies somewhat in different subjects, but from one-third to 
half an inch can be resected. 

The accompanying figure will make this plain ; the trunk 

* Medical Society's Transactions, vol, zxiii. 
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should be divided just at the foramen rotundum, and again 
where it leaves the Gasserian ganglion, as shown at a. b. 



Fra. 5. — Middle foasa o( skull, a.b. The superior maxillary division show- 
ing the part excised, a. The Ga^serian gfanglion. o.d. Ophthalmic 
division, o.d. Wall of temporal fossa, the part betneen the two lines is 
resected in order to give access to the nerve. 

Cases in which such an operation is justified are not 
numerous, and it was only about a year ago that one presented 
itself to me. 

A ship's officer, nearly 60 years old, but of fine constitu- 
tion, had suffered for several years from intense pain in the 
right cheek and upper jaw. The neuralgia was' typically epi- 
leptiform, the attacks becoming more and' more frequent 
during the last four years. He had had a number of teeth 
removed without the slightest relief, and medicines were 
equally unavailing. He struggled on with his duties on board 
aCapeliner, and about Christmas, 1902, he consulted Sir Frede- 
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rick Treves with regard to operative measures, who kindly- 
sent him to me with a note suggesting removal of MeckePs 
ganglion and the infra-orbital nerve. The distribution of the 
neuralgia was always the same, and the parts were very 
tender, though during an attack some relief was obtained by 
the patient violently grasping the tissues of the cheek. The 
lower eyelid, both sides of the cheek, the palate and the gums 
on the right side formed the area involved. Lacrimation and 
congestion of the right eye were frequent. 

It might be suggested that exposure on deck to wind and 
wet was a predisposing cause of the neuralgia, but the attacks 
were equally severe when he was on land, and they occurred 
both by day and night. He had the aspect of great suffering 
and depression. 

My friend Mr. T. Crisp English assisted me at the opera- 
tion, which was performed with the patient fixed in a dentist's 
chair in order to lessen the trouble from venous haemorrhage. 
A horse-shoe flap was turned down from the temporal region, 
having its base at the zygoma, the flap including part of the 
temporal muscle and the pericranium. With a large trephine 
and cutting forceps the subjacent bone was removed and the 
dura mater exposed. As in the operation for removal of the 
Gasserian ganglion, the dura mater and temporo-sphenoidal 
lobe were then carefully pushed upwards and inwards, making 
for the foramen rotundum as the first land-mark. (In this 
respect the two operations differ, as in dealing with the 
Gasserian ganglion the foramina spinosum and ovale are first 
sought for.) Considerable difficulty was met with, owing to 
the thin and fragile character of the dura mater, and some 
cerebro-spinal fluid escaped. Ultimately the trunk of the 
superior maxillary division and part of the Gasserian ganglion 
were thoroughly exposed, a broad spatula of soft metal being 
used to retract the dura mater and brain. The whole of the 
nerve was then removed ; a small drain was subsequently 
inserted, and the flap sutured in position. None of the bone 
removed was replaced. Primary healing followed, and no 
complication of any sort occurred. The patient a month later 
returned to his duties, and has made regular voyages to and 
from the Cape ever since. I have waited twelve months 
before reporting the case in order to ascertain that the 
relief is permanent, and am glad to state that he has 
not had the slightest recurrence. The anaesthesia is most 
marked over the cheek and right superior maxillary 
bone ; it involves also the soft palate and lower eyelid. He 
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can eat and talk with perfect comfort, whereas before the 
operation both acts brought on spasmodic pain. The scar is 
hardly to be noticed, the gap in the bone has practically filled 
up, and there is, of course, no paralysis of masticatory 
muscles on that side such as follows removal of the Gasserian 
ganglion. 

I am confident that no recurrence is likely to take place. 

It would be erroneous to suppose that the operation is an 
easy one, the depth of the nerve-trunk (3 centimetres or 
more from the wall of the temporal fossa) and the trouble- 
some oozing in a narrow space where it is essential to see and 
define a nerve-trunk of small size prevent this. But having 
had the opportunity of assisting my colleague, Sir Frederick 
Treves, in several operations on Meckel's ganglion, I can 
safelv assert that the intra-cranial route is at least as easy 
as the facial one, and I believe it affords the more certain 
• access. 

It will be remembered that the superior maxillary nerve, 
immediately on entering the ptery go-maxillary fossa, gives 
descending branches to the palate and bone with internal 
branches to the cavity of the nose. It is easy to follow up 
and remove the infra-orbital nerve from in front, but very 
difficult to remove the trunk and all its branches in the fossa. 
Moreover, even if this is accomplished, the evidence is strong 
that recurrence of the neuralgia is only a matter of time. In 
Sir F. Treves' five cases it recurred within twelve months in 
two, a third patient died (of cancer) within six months of the 
operation ; in the remaining cases recurrence was observed in 
two and three years respectively. 

Mr. Chavasse collected twentv-two cases of what is often 
termed Carnochan's operation ; in only three was the relief 
stated to be lasting. 

With regard to operations on the Gasserian ganglion, 
properly carried out (this may be emphasised without going 
into details here) the evidence is conclusive that the neuralgia 
is permanently cured. 

There are other methods of approaching the superior 
maxillary trunk, which I venture to think compare most un- 
favourably with the temporal route. In Professor Liicke's 
operation the masseter muscle is divided, the zygoma cut 
through, and an extensive scar left on the side of the face. 
The zygoma may not unite again, and movements of the 
lower ]aw may be much interfered with. 

Nussbaum and Billroth employed osteo-plastic resection of 
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upper jaw, Kocher and others* methods involving temporary 
resection of the outer orbital wall. Not one of these methods 
or their modifications afford access to the trunk where it 
comes off from the Gasserian ganglion. In Sir F. Treves* 
words, "These various measures are all needlessly severe, and 
involve wounds of great and unnecessary magnitude." 

It is well known that in cases of epileptiform neuralgia of 
the fifth nerve one, two, or all three divisions of the nerve 
may be involved. In some patients the pain is mainly limited 
to one division, usually the inferior or the superior maxillary, 
with radiations into the ophthalmic branches or even the 
cervical plexus. 

Experience has shown that a thorough operation on the 
central part primarily involved will almost always cure the 
lesser and more widely distributed neuralgia. Supposing the 
inferior maxillary division to be alone or mainly affected, it is 
open to question whether an intra-cranial removal of the 
lower part of the ganglion and inferior maxillary trunk would 
not be preferable to the elaborate operations usually performed 
below the foramen ovale. The conditions here are not so 
favourable, however, as exist in the superior maxillary trunk, 
where about half an inch of the nerve can be exposed and 
removed. 

Codivilla, an Italian surgeon, has performed this operation 
twice with success. His first case was in 1897. 

When both second and third divisions are mainly involved 
I am sure that removal of the lower half of the ganglion, 
leaving the ophthalmic division intact, is the best operation. 
As a series of cases have shown, going back from two to 
seven years, no recurrence of neuralgia need be feared in the 
ophthalmic part that has been left intact. But where the 
superior maxillary division alone is concerned the operation 
described may be advocated in preference either to Carno- 
chan^s method or the more complete operation on the Gasserian 
ganglion itself. 

[Note. — When the foregoing paper was read at the meet- 
ing of the Clinical Society Mr. Stanley Boyd related a case in 
which he had, about the same time as myself, performed 
intra-cranial resection of the second division of the fifth 
nerve for epileptiform neuralgia limited to that distribution. 
The result had been complete relief for about a year, at the 
end of which time slight neuralgia was again reported, though 
its localisation was uncertain.] 
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XXI. — Foreign Body impacted in Bronchus ; Removal by 
Operation. By W. Pasteur, M.D., and T. H. 
Kellock. Bead March 11, 1904 

LJ., aet. 5, schoolboy, was admitted into the Middlesex 
• Hospital on September 28 with the following history : 

On September 23 he brought home a small glass stopper, 
which he had picked up in the street, and showed it to his 
mother. A few minutes later the father called her back to 
the room, which she had just left, to find the child lying on 
the floor *' fighting for his breath." His face and lips were 
blue and his eyes " starting." Guessing that he had swallowed 
the stopper she picked him up by the heels and shook him 
violently, with marked relief to his symptoms ; but the stopper 
did not reappear. He was at once brought to the hospital. 
X-rayed with a negative result, and as he was then breathing 
quite quietly allowed to go home again. 

On the 27th he was seen by a local practitioner who 
discovered physical signs at the apex of the left lung, which 
he attributed to impaction of the glass stopper in the bronchus 
leading to the upper lobe. 

On admission the boy looked ill. Temp. 102*8°; com- 
plexion pale and slightly dusky ; resp. 36 per minute, but not 
laboured. Alae nasi move slightly. No stridor during 
ordinary breathing; but with cough or deep breathing there 
is a stridulous wheezing sound. Cough is loud, inclined to 
be brassy at times, and decidedly paroxysmal. Pulse 110. 
Urine normal. 

On examining the chest there is marked loss of movement 
on the left side, which feels smaller than the right. 

The hearths apex beat is in the fifth interspace in the 
nipple line. 

The percussion note is a trifle short over the left upper 
lobe, but there is no dulness. Vocal fremitus is impaired 
over the left front as low as the level of the fourth rib, and 
behind in the supra-scapular region, and part of the inter- 
scapular region. 

The breath-sounds are very weak all over the left upper 
lobe, and have entirely lost the vesicular quality. The 
breathing is also much weaker than normal over the left 
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base, but more audible than over the apex. The voice-sounds 
are audible, but weak and distant all over the left chest. 
With the exception of an occasional rhonchus there are no 
adventitious sounds. 

The right lung is healthy. 

I first saw the child on October 1, and at once asked Mr. 
Kellock to see him with me. He recognised the boy as 
having been under his care a few months before for an injury 
to the hand. At that time he was healthy and robust- 
looking, and Mr. Kellock was much struck with the change 
in his appearance. 

The child was again examined with the screen when it 
was noticed that there was practically no movement of the 
ribs on the left side in respiration. We were unable to see 
anything in the region of the left bronchus, but Mr. Lyster 
fancied he could detect a faint shadow in that situation. 

We agreed that, in the face of such a definite history, and 
with physical signs so pointedly suggesting obstruction of 
the left bronchus, an attempt to relieve the condition by 
operation should at once be made, the more so that the 
oscillating temperature and serious illness of the child made 
it probable that local inflammation and suppuration were 
taking place. 

Operation was immediately proceeded with. 

Chloroform having been administered the trachea was 
opened below the isthmus of the thyroid, three of the cartila- 
ginous rings being divided. As soon as air entered through 
the wound the child coughed a little, but expelled nothing. 
On passing a probe downwards and into the left bronchus a 
foreign body was distinctly felt, and on measuring the 
distance it was found to be about three and a half inches 
from the lowest part of the opening in the trachea. Attempts 
were made to dislodge it by means of the probe, but they 
were unsuccessful, as was also an attempt to grasp it by 
means of long forceps. A piece of silver wire twisted into a 
loop at the end was then tried, passed down to the foreign 
body, and rotated ; whilst this was being done the child rather 
suddenly coughed up about one drachm of thick pus. On the 
next attempt the wire evidently got beyond the foreign body 
and dislodged it, for it was seen with a good deal of mucus 
to emerge from the wound for an instant, but was sucked 
backed again with the next inspiration. Fortunately 
it was found on examination to have returned to its 
original situation. A rather stiffer loop of wire was passed 
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down to and beyond it, on withdrawing which the glass 
stopper was delivered through the wound. 

The pus and mucus having been thoroughly cleaned away 
from the wound the opening in the trachea was closed by 
fine silk sutures passed through the intervals be- ^^^ g 
tween the cartilaginous rings, but not entering the 
lumen ; the muscles were brought together by one 
or two fine silk stitches, a small drainage-tube put 
in the lower angle of the wound reaching nearly 
to the sutured trachea, and the skin wound 
closed round this by means of interrupted horse- 
hair sutures. A light dressing was applied, and the child, 
who had borne the operation very well, sent back to the 
ward. 

The neck was dressed on the second day, and the drainage- 
tube removed ; there had been very little discharge through 
it, and the upper part of the wound had practically healed. 
Five days later, the wound having quite closed over, a little 
fulness was noticed at the lower part ; this was reopened with a 
probe and a few drops of pus let out, and complete healing 
took place a day or two after this. There was never any 
escape of air through the wound. 

There was a marked diminution of symptoms from the 
time of operation onwards. The temperature, which before 
operation had been high and irregular, fell at once, and 
remained normal. The cough immediately lost its paroxysmal 
character, but persisted for several days. The condition of 
the lung rapidly improved, and beyond slight impairment of 
movement the physical signs were practically those of health 
by the end of the fourth day. There was a striking change 
in the child^s colour and general condition, and he continued 
to make good progress up to the date of his discharge on 
October 26. 

Remarks. — The features of interest in this case are mainly 
surgical. We were fortunate in obtaining so definite a history 
that there could be no reasonable doubt as to the cause of the 
obstruction. The X-ray screen examination only gave an 
indefinite shadow in the region of the left bronchus. After 
removal the stopper was found by Mr. Lyster to offer a 
resistance to the X-rays equal to 9 cm. aluminium, which 
would only give an indefinite shadow through the thorax of 
a child about this age. 

Measurements taken at the time of the operation, and 
subsequently applied to the trachea of a child of about the 
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same age, showed that the foreign body must have been 
lodged just at the bifurcation of the left bronchus. 

It is worthy of note that a foreign body, such as was found 
in this case, should have given rise to the formation of an 
appreciable amount of pus in the course of a few days. Septic 
changes would not have been surprising had it been an 
organic body capable of decomposition, or of such irregularity 
of surface as to be likely to cause ulceration. 

From the absence of blood in the pus that was liberated, 
and the rapidity of recovery, we conclude that the pus in 
this case had been pent up in one of the larger bronchial 
tubes rather than in a cavity caused by ulceration. 

The operation itself calls for little comment. It was 
evident that we had to deal with a foreign body impacted in 
the bronchus, and there was so little likelihood of its being 
coughed up on opening the trachea that an opening as low as 
possible seemed desirable. On ascertaining that the body 
was lying some way down the left bronchus, and after an un- 
successful attempt to reach it with tracheal forceps, these 
were abandoned in favour of a twisted loop of wire similar to 
that successfully used by Mr. Kellock in a previous case for 
the removal of an impacted haricot bean in the left bronchus. 
The modern plan of completely closing the trachea by sutures 
was attended with complete success. 
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XXII. — Two Gases of Intestinal Obstrucfion immediately 
following an attach of Tf/phoid Fever. By E. W. 
GooDALL, M.D. Bead March 25, 1904. 

CASE 1. — Henry L., aet. 14, was admitted to the Eastern 
Hospital on September 3, 1903, with typhoid fever. The 
illness dated from August 9, so that he had been ill between 
three and four weeks. It was stated that he had complained 
of severe abdominal pain on the day of admission, but this 
had almost passed off before he reached the hospital. On 
admission no definite signs of typhoid fever were to be found. 
The boy looked ill, was thin, and somewhat wasted. 'J 'he 
temperature was subnormal; pulse 106; resp. 44. There 
were signs of moderate bronchitis, and there was a trouble- 
some cough. The abdomen was a little retracted and firm 
without exactly being rigid; there was no abnormal dulness, 
and the hepatic dulness reached from the sixth rib to the 
costal margin in the nipple line. The patient complained of 
pain in the abdomen while it was being percussed. He was 
very deficient in intellect, and could neither read nor write. 
He was given to making a good deal of whining noise at 
times, especially when he was touched, so that all through his 
illness it was diflScult to be certain of the localisation or even 
the existence of pain. The tongue was clean and moist. 
The blood serum gave a positive reaction with a 1 in 60 
dilution ; on the strength of this and the history of the case 
I concluded that the patient had just passed through an 
attack of typhoid fever of moderate severity. During the 
first two days after admission the patient was noisy at night ; 
the temperature was raised on the evenings of the 5th and 
6th, and on the latter day it was noted that the abdomen 
was painful when percussed and rather more retracted than 
on admission. The bowels were moved by an enema on the 
5th. On the 7th a swelling was observed on the upper jaw 
on the right side ; an alveolar abscess formed, and was opened 
on the 10th. On the 9th of September the temperature had 
risen again^ and this proved to be the commencement of a 
relapse of moderate severity which lasted till September 
25. The chief symptoms of this relapse were continued 
pyrexia and some looseness of the bowels. It was noted, 
however, that the abdomen remained rigid though without 
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pain. The patient at times passed his excreta under him; 
he did this occasionally all through his illness ; the fact was 
probably accounted for by his mental condition. 

On September 25, just at the end of the relapse, the 
patient twice vomited bile, and he was also troubled with 
hiccough. Next day* the following note was made : — 
" Hiccough has continued since 4 p.m. yesterday ; occasional, 
not when patient is asleep; he has attacks every fifteen 
minutes, which continue for ten minutes; he vomited last 
night ; temperature subnormal ; pulse small and compressible, 
104; nothing wrong with the heart and lungs; the abdomen 
is rigid; there is some intestinal distension; there is no 
localised pain, but it is difficult to examine the patient, as he 
whines and cries on being touched ; liver dulness normal ; he 
slept well last night ; he complains of feeling sick, and takes 
food very unwillingly ; no albuminuria." He was put on a 
mixture containing bismuth and dilute hydrocyanic acid, and 
brandy, and nourishment was given by means of enemata. 
The next day he was better; there was no more vomiting 
and less hiccough. On the 28th the hiccough had ceased ; 
there had been no more vomiting ; the pulse was good, the 
tongue clean and moist. The nutrient enemata were dis- 
continued, and milk and barley water given by the mouth. 
From September 28 to October 3 the temperature occasionally 
rose to 100° F. The patient continued to do well ; he was 
allowed bread and butter on September 29, fish on October 
5, and rice pudding on the 10th. The bowels were moved by 
soap and water enemata. There were no fresh symptoms 
till October 18, when the temperature rose in the morning to 
102°, and the patient complained of severe pain in the legs. 
Although the patient had recently been taking his nourish- 
ment very well, yet he had got very thin indeed. The 
excreta were all passed under him. He was put back on 
liquid food. On October 19 some typhoid spots appeared on 
the chest and abdomen, and more came out during the next 
two days. There was irregular pyrexia till October 29; 
there was, in short, another slight relapse. During this 
relapse there were no abdominal symptoms, except that the 
abdomen was retracted. On November 1 the patient was 
allowed a little bread, butter, and fish, and was doing very 
well when, on November 9, during the forenoon, he com- 
plained of pain in the abdomen. At noon the abdomen was 
found to be a little full, it having previously been retracted ; 
it was also tender; there was no rigidity; there was some 
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gurgling on the left side; the liver dulness was normal. 
The bowels had been opened twice on the previous day and 
once that morning, the stools being brown and formed. Hot 
fomentations were applied to the abdomen, and whey ordered 
instead of the diet the patient was having. In the afternoon 
he vomited three or four times; the pulse became inter- 
mittent, and in the evening there was hiccough ; temperature 
subnormal. 

November 10 (11.30 a.m.). — "Patient has been hiccough- 
ing on and off since last evening ; there has been retching, 
but no more vomiting; heart beating at 180 per minute; 
pulse very feeble, not intermittent ; still some abdominal pain 
and tenderness ; patient is very cold.^^ 

10.30 P.M. — "Has not vomited; has retained whey and 
brandy given by the mouth ; occasional hiccough ; patient is 
very thirsty .^^ 

November 11 (1 a.m.). — "Vomiting commenced again; 
nourishment by the mouth omitted, and nutrient enemata 
given instead, but the patient continued to vomit frequently, 
and the enemata were not retained. He died at 6 p.m. the 
same day. The temperature remained subnormal to the 
end.'' 

A post-mortem examination was made at 6 p.m. on November 
12. The body was much emaciated. The abdomen was not 
at all distended. On opening the abdominal cavity it at first 
appeared as if the organs were normal. The intestines that 
came into view were moderately distended. There was no 
peritonitis to be seen, but on moving the intestines some 
local peritonitis was found in the right iliac region over about 
a foot of small intestine, intense injection with some flakes 
of lymph. There was no perforation and no pus. On making 
further examination it was found that the foot of intestine 
mentioned above was constricted by a band in the following 
manner (see the adjoining diagram) : — The band a stretched 
from the mesentery & to a portion of small intestine c, to 
which it was firmly adherent ; it passed over and constricted 
another portion of intestine d, to which it was also adherent 
a little, though not so firmly as it was to c. This band 
consisted of strands of fibrous tissue, and was not so thick in 
proportion as represented in the diagram ; it was about one 
and a half inches long, and was rather thin. On the pelvic 
side of the band there was about one foot of intestine, that 
between the two portions to which the band was adherent 
(shown by dotted lines in the diagram). This was the 
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portion of small intestine referred to above as being highly 
injected and having small flakes of lymph upon it ; it was not 
at all gangrenous. This loop, and all the intestine down to 
the ileo-caecal valve, and the whole of the large intestine 
were contracted, but not quite empty, as here and there in 
the large intestine was a small mass of putty-like faeces. 
Above the band the small intestine was distended compared 
with what it was lower down ; still, it was only moderately 
distended. There was a sort of fossa (marked xxxx in the 
diagram) in the right iliac region, bounded on the right by 
the omentum, which ran down and was adherent by mode- 
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rately firm adhesions to the anterior part of the brim of tbe 
pelvis and slightly to the top of the bladder, and on the left 
and below by the mesentery, which ran downwards in a very 
definite ridge or band along the right brim of the pelvis. In 
the fossa xxxx lay the empty foot of small intestine, huddled 
up, and prevented from falling into the pelvis by the con- 
vergence of the mesentery and omentum. On taking out and 
cutting open the small intestine I found that at d the bowel 
was half twisted upon itself in a manner which is not shown 
in the diagram. The mesentery of the piece of bowel d was 
not quite close to that portion of the mesentery to which the 
band was attached. The pelvis was partly occupied by other 
loops of small intestine e, e. 

The small intestine was ulcerated in its lowest four feet. 
The part d was found to be two and a half feet from the 
valve. Many Peyer^s patches and solitary follicles were 
affected. The lowest three inches, together with the valve 
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itself, were extremely ulcerated. There were no sloughs ; 
all the ulcers were quite clean, and were, in fact, commencing 
to heal, the edges being rounded ofP, and several of the upper 
ones showing minute granulations on the floor. Two or three 
of the lower ones had very thin floors, which tore through on 
removing the bowels ; in fact, in these the floor consisted of 
little more than peritoneum. For about three inches of the 
slightly distended gut just above the point d there was an 
irregular, superficial erosion of the mucous membrane, which 
I thought was probably due to distension. In the lower two 
feet the ulcers were of a slatey grey colour. The points of 
attachment of the band at d and c were opposite the bases of 
nlcers, which had evidently been rather deep. The adhesions 
were not very recent ; they could be separated with a little 
care; they might very well have been formed during the 
primary attack the patient had before admission. The peri- 
toneal surface of two or three of the other ulcers in the loop 
d to c also presented evidence of not very recent peritonitis. 
There were a few ulcerated follicles in the ascending and 
transverse colon. With the exception of extensive old 
adhesions over the whole of the left lung all the other organs 
were normal. 

Case 2. — R. C, a young man 22 years of age, was admitted 
to the Eastern Hospital on November 6, 1903, on about the 
tenth day of a moderately severe attack of typhoid fever. 
There is no particular observation to make concerning his 
illness, except that a few small clots of blood were passed in 
the stools on November 13, till November 16, about the 
twentieth day of the attack, when at 9.15 a.m. the patient 
looked in pain, and, on being questioned, complained of 
"wind and pain low down in the stomach." At 10.15 a.m. 
he was pale, sweating, and collapsed; the pulse was rapid, 
small, and compressible ; the abdomen was slightly rigid and 
immobile ; there was tenderness in the right iliac region ; 
the liver dulness was normal. Perforation was diagnosed, 
but as the patient^s friends had to be communicated with, it 
was not till 1 p.m. that an operation was commenced. The 
abdomen was opened by my colleague, Dr. Whitaker, by an 
incision in the right iliac region, just to the inner side of the 
linea semilunaris. The intestines were found to be slightly 
injected, and there was some inoffensive fluid in the peritoneal 
cavity. It took several minutes to find the perforation, 
which was in the small intestine, though how far from the 
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ileo-C8Bcal valve was not ascertained. The perforation was of 
moderate size, and a small slough was projecting through it. 
There was just a little lymph on the bowel immediately round 
the perforation. The perforation was invaginated by six 
Lembert's sutures of silk, and a glass drainage tube having 
been inserted, the abdominal wall was sewn up in one layer 
with silkworm gut. The patient did not take the anaesthetic 
very well (gas, ether, and chloroform), and vomited several 
times after he had recovered consciousness. During the next 
day or two the abdomen became rather distended, with the 
result that some of the stitches gave way and the wound 
gaped, but otherwise the patient^s condition, local and 
general, remained satisfactory. On the 22nd the glass was 
replaced by an india-rubber tube. On the 24th a small 
slough was observed in the wound, but the abdomen was flat 
and supple. Three of the stitches were removed. On the 
26th the temperature, which since the operation had been 
mostly normal, rose to 101°, and the tongue was a little 
furred. In spite of the fact that the temperature continued 
to go up several degrees every evening, usually falling to 
normal in the morning, the patient remained in a satisfactory 
condition ; but it was thought he might be about to have a 
relapse. On the 28th the drainage tube was removed. No 
bad sign occui:red till 12.30 a.m. on December 1, when the 
patient vomited two or three minutes after taking a little 
whey ; there was no abdominal pain, and he appeared to be 
comfortable. The pulse was 118, the temperature about 99°. 
The bowels had been opened by a glycerine enema on the 
previous day, a formed motion having been passed. At 11 
A.M. the same day the following note was made : — " Between 
midnight and 9.30 a.m. the patient vomited six times; the 
pulse, though small and readily compressible, is steady and 
slow ; the temperature, both axillary and rectal, has dropped 
to 96° ; hands and face warm, but nose cold ; colour good ; 
patient is quite bright and conscious ; the bowels have not 
been opened, but wind has been passed both by rectum and 
mouth; wound dressed, looking quite healthy; abdomen 
quite flat; no distension; moves readily; no tenderness; 
liver dulness normal.^^ Nothing more was allowed by the 
mouth, and at 4 p.m. rectal feeding was commenced. 

During the next four days the patient gradually got a 
little worse; there was occasional scanty bilious vomiting; 
flatus was passed by the mouth and rectum; the abdomen 
became distended, and the wound gaped ; the tongue became 
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furred and dry ; the temperature rose to about 101° in the 
evening. On December 3 he was allowed a little whey by 
the mouth ; on the 4th the nutrient enemata were omitted, 
but they were resumed on the 5th. On the 6th the vomit 
was dark, and had a f 86cal odour ; a glycerine enema pro- 
duced a large yellow, formed stool ; no flatus was now passed 
by the rectum : a long tube was ordered to be passed into 
the rectum night and morning. On the 7th a soap and water 
enema produced a fair result; the patient vomited at 6.30 
A.M.; he also complained of abdominal pain; the wound, 
though gaping, looked healthy; the upper part of the 
abdomen was distended, but the hypogastric region flat ; no 
abdominal pain or tenderness since the morning; a little 
wind is passed by the mouth, but not by the rectum ; tem- 
perature normal; pulse fair; general condition fairly good; 
tongue dry. 

At 3 P.M. I was examining the abdomen, and twice within 
a few minutes I observed peristaltic action in a distended 
coil of intestine, appearing as a sort of ridge transversely in 
the upper part of the abdomen, rising slowly, persisting for 
a short time, and then disappearing. On the second occasion 
I heard a gurgling sound, and the patient said he had pain 
in the right iliac region. Later in the evening I had a con- 
sultation with Dr. Whitaker, and it was decided thafc there 
was some partial obstruction, and that, as the patient was 
slowly getting worse, the abdomen should be opened again 
the next morning with a view to ascertaining the cause ; 
there were no urgent symptoms at the time. The patient 
had a pretty good night, and slept fairly well ; he vomited at 
9 P.M. At 7 A.M. the next morning he was seized with very 
severe pain, which did not last very long; but the pain 
recurred several times in paroxysms up to 8 a.m., when some 
opium was given. At 9 a.m. the patient was collapsed ; the 
abdominal pain had returned ; the abdomen was quite flat ; 
no peristaltic action to be seen ; pulse not to be felt at wrist. 
He never rallied, and died at 10 a.m. During the last three 
days the temperature varied from 97° to 99*4° and the pulse 
from' 92 to 108, but towards the end the pulse-rate went up 
to 140. 

An examination of the abdominal cavity was made at 
noon on December 8. The abdomen was not distended. 
The wound looked healthy, but at the same time did not show 
any signs of healing ; there was no discharge ; it gaped con- 
siderably. The floor was formed of a thin layer of muscle 
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covering the peritoneum, to which the omentum was firmly 
adherent. To the left of the wound, just under the abdo- 
minal peritoneum, was a small abscess containing thick, 
curdy pus. The floor and sides of the abscess were formed 
by the omentum and small intestines, and the abscess was 
quite cut off by adhesions from the wound and from the 
general peritoneal cavity. On enlarging slightly the wound 
into the abdominal cavity some free gas escaped, and a con- 
siderable amount of dark fluid, the escaped contents of the 
intestine, was found in the pelvis and amongst the coils of 
intestines. A considerable extent of the upper portion of the 
small intestine was much distended and injected, while the 
large and the rest of the small intestines were much con- 
tracted. A large number of little bands, formed of peritoneal 
adhesions, were found stretching between different coils of 
the contracted intestines. The effect of these bands was to 
kink some and bind down other coils of small intestine, 
though in no place did total occlusion of the bowel appear to 
exist. Three of these bands were especially well marked, of 
which the highest was the highest band of all, being situated 
about six feet above the ileo-caecal valve. The gut above this 
point was much distended. The largest bands were one to 
two inches in length, and were composed of fibrous strands, 
to break which required some force. In a few places also 
the intestine was bent on itself and fixed in a kink by adhe- 
sions. It was subsequently found that many of these bands 
were attached at one end to the peritoneal aspect of ulcers. 
Sixteen inches above the junction of the distended and con- 
tracted portions of the intestine a minute perforation was 
found. It was situated at the end of a Peyer's patch, which 
had healed except just at this end ; here the floor was very 
thin, and had evidently given way under the strain caused 
by the distension. There was very extensive ulceration of 
the small intestines from the valve up to the jejunum ; the 
ulcers were all healing, and there were no sloughs and no 
evidence of a relapse. The sutured ulcer was two feet above 
the valve ; it had not quite healed, but was in a perfectly 
healthy condition. The bowel was a little narrowed, but not 
enough to cause any obstruction. The ridge caused by the 
inversion of the ulcer had entirely disappeared. The outer 
parts of the sutures were buried in firm, organised lymph. 

The spleen was a good deal larger than usual, and very 
soft. In it were several large recent infarctions. The largest 
one, which was of the size of a Tangerine orange, had broken 
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down, and was on the point of rupture. None of the other 
organs were examined. 

Remarks. — ^I have thought these two cases worthy of 
record for three reasons. Firstly, they are instances of a 
very rare sequel of typhoid fever ; secondly, they illustrate 
how peritoneal bands may be formed ; and thirdly, they are 
interesting from the points of view of diagnosis and treatment. 

(i) Intestinal obstruction is very rare as a sequel, at any 
rate as an immediate sequel, of typhoid fever. I have never 
before met with a case similar to these. It is well known 
that the healing of the ulcers does not lead to narrowing of 
the gut, even if scar tissue be formed. And I take it that if 
peritoneal bands are ever formed during an attack of typhoid 
fever their results are not shown till so long afterwards that 
the origin of the bands is not recognised. 

(ii) With regard to the second point I think I am justified 
in concluding that in each of these cases the bands were 
formed during the attack of typhoid fever. 

In the case of the first patient there is a history of abdo- 
minal pain just before admission at the end of the primary 
attack; the pain is present on admission and recurs three 
days later. Six days after admission a relapse takes place, 
which lasts for sixteen days, during which the abdomen is 
noted to be mostly rigid. At the end of this relapse there is 
an attack of vomiting and hiccough, probably accompanied 
by pain. This lasts for three days. An interval of twenty 
days follows, at the end of which is a second relapse of eleven 
days^ duration. Eleven days after this relapse occurs a second 
attack of vomiting, hiccough, and abdominal pain, with some 
distension of the abdomen ; the heart fails, and the patient 
dies two days later, about ninety-four days from the com- 
mencement of his illness and at least sixty-nine from the first 
complaint of abdominal pain. I believe the interpretation of 
the case to be as follows : — In the primary attack there was 
local peritonitis opposite some of the deepest ulcers ; that this 
will take place we know from the experience of the dead- 
house. I have also met with it on opening the abdomen for 
perforation. The post-mortem examination showed that some 
of the ulcers had been deep ; and as neither of the relapses 
were severe it is probable that the deep ulcers dated from the 
primary attack. The lymph thrown out caused adhesions at 
the spots shown in the diagram. These adhesions were soft 
and yielding at first, but slowly became organised into a 
definite band. At the end of the first relapse this band was 
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sufficiently formed to give rise to definite symptoms, of the 
same nature though not of the same severity as those which 
occurred in the fatal attack. It should further be noted that 
during the whole time the patient was under observation in 
hospital the abdomen was never quite normal ; it was mostly 
retracted, at times a little distended, at others rigid. I ascer- 
tained, by special inquiry of his father, that the boy had never 
previously sufPered from any abdominal illness. 

The second case was an ordinary one of typhoid fever with 
perforation. It is quite certain that on the twentieth day of 
the disease there were no bands, because a considerable 
portion of the intestine was examined before the perforation 
was found. But after the operation an adhesive peritonitis 
set in, which did not give rise to any symptoms till fifteen 
days later ; and I take it that at this date the adhesions were 
beginning to get firmer. Gradually the symptoms became 
more severe till seven days later the patient died of a second 
perforation. Two causes may be assigned for the peritonitis 
which followed the laparotomy and led to the formation of 
adhesions and bands. It may have been a direct result of 
the operation, and more or less general ; or, as in the first 
case, the bands may have arisen out of localised patches of 
peritonitis opposite the bases of ulcers. This view appears 
to agree best with the arrangement of the bands met with 
after death, most of them being attached opposite ulcers. 
From the fact that a slough was found in the perforated 
ulcer at the operation it is very likely that there were 
sloughs, perhaps deep, in some of the others, at or about that 
date. 

(iii) Thirdly come the questions of diagnosis and treatment. 
In the first case I did not diagnose the condition. I had not 
seen the patient in the first attack of vomiting and hiccough, 
and I failed to attach sufficient importance to the recorded 
symptoms of that attack. The patient, too, was a boy of 
deficient intellect in whom it was very difficult to ascertain 
the nature and locality of pain. He was certainly not in a fit 
condition at the time of the second attack to stand any 
operation, as he was extremely emaciated and weak as a 
result of his long illness. An exploratory operation was 
quite out of the question. 

The second case gave rise to some trouble in diagnosis at 
first, with respect I mean to the cause of the vomiting which 
set in fifteen days after the operation. There was nothing in 
the condition of the wound to account for the symptoms. It 
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was not till three or four days after the onset of the vomiting 
that any abdominal distension took place^ and there was no 
pain till the day before death, and even then the pain was 
slight and transient. Seeing the peristaltic action in a 
distended coil of intestine determined me on an exploratory 
operation, but the patient died before the time fixed for this. 
As a matter of fact the condition of things found post-mortem 
was quite hopeless. There were too many bands and kinks 
to be dealt with successfully; and even if the bands had 
admitted of treatment the rupture of the splenic infarct 
would almost certainly have speedily led to a fatal termina- 
tion. 
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XXIII. — Severe and Fatal Hdematuria of Unknown 
Origin. By W. G. Spencer. Read March 
25, 1904. 

pASE 1. Rapidly fatal hasmaturia. — A man^ aet. 44, first 
yj noticed blood in his urine about a fortnight before his 
death. He had before this been in good health. He had not 
suffered in any way. In particular he had had no previous 
haemorrhages, and he had not been abroad. The hsematuria 
increased, unaccompanied by any symptoms; there was 
neither pain nor frequency of micturition. He was seen by 
Dr. Denne, of Brook Green, but the haemorrhage became so 
severe that he sent him into the hospital. I saw the patient 
shortly after his admission. He was then very anaemic, 
practically pulseless, and breathing very rapidly. The bladder 
was distended, but not tense nor tender. The temperature 
was just below normal ; there was no skin eruption ; indeed, 
nothing could be made out. He was infused with salt solution, 
given repeated enemata of water, and stimulated with alcohol 
and strychnine. He passed urine containing a large propor- 
tion of blood, the temperature became subnormal, and he died 
within twelve hours of admission. 

Dr. Hebb, to whom I had spoken of the obscurity of the 
case, made a complete post-mortem examination, without 
finding anything to throw light on the cause or source of the 
haemorrhage. The bladder contained a small quantity of 
bloody urine, which was not found in the pelvis of either 
kidney. The kidneys, bladder, and urethra appeared normal ; 
there were no submucous haemorrhages, nor ulcerations, 
nor sign of stone. The patient's vessels were not diseased, 
but in the exsanguine tissues they seemed somewhat thin 
and translucent. 

The following specimens are shown : the bladder, prostate, 
and urethra ; also microscopic specimens of the kidney, wall 
of the bladder, and a section of the aorta. There is nothing 
abnormal in any of them, except that in the case of the aorta 
the section, whilst showing no sign of disease, is, in Dr. 
Hebb^s opinion, distinctly thinner than usual in a subject of 
the patient's age. 
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Case 2. — Recurnng hsematuriay arrested for a time by 
drainage of the bladder, — A man of 42 years, a butler, was sent 
into the hospital by Dr. Bunn, of Norwood, through my then 
dresser, Dr. Roper. The patient was suffering from recurrent 
hsBmaturia, causing ansdmia. A year and a half before, 
during the night, he awoke feeling full of wind and unable 
to get his breath. Not then, but in the morning, on getting 
up, he passed four large clots, and afterwards the urine was 
for a while bloodstained. Three months later the patient had 
some pain in the hypogastrium during micturition, and the 
first part of the urine passed was darkened. For the following 
ten days there was hsematuria. At intervals during the 
course of a year he was treated by Dr. Bunn with internal 
remedies, then a recurrence of haematuria was complicated by 
retention, necessitating catheterism. He was admitted to 
Charing Cross Hospital, where the haomaturia ceased. His 
bladder was examined under an anaesthetic and also by X 
rays. The patient was after this told that no operation was 
indicated. The examination did not provoke haematuria; 
nevertheless, it recurred three days after leaving, with but 
little pain and no retention. He then went into the country 
and got stronger. But a month before, and again three days 
before admission to the Westminster Hospital, he had acute 
haematuria with retention. 

His previous history and his family history presented 
nothing abnormal. He had not taken alcohol to excess, and 
had not been abroad. He was thin and anaemic. Micturition 
occurred normally about four times a day without pain. The 
urine was of a dark port-wine colour, acid, sp. gr. 1030, the 
albumen was not in excess of the blood, no sugar, and micro- 
scopically it contained nothing beyond the blood. Whilst in 
bed the patient sometimes passed large clots, which delayed 
the commencement of micturition, and once or twice he passed 
his catheter. No fine clots, such as come from the ureter, 
were to be seen. Whilst under observation the wasting and 
anaemia slightly increased. 

Supra-pubic cystotomy was performed about eighteen 
months from the commencement of the disease. The bladder 
was filled with dark bloody urine, and there was some sediment. 
After washing this away nothing further was discovered. 
The wall of the bladder and also the prostate were normal, 
and the interior of the bladder showed no tendency to bleed 
as a result of the manipulations. Clear urine was seen coming 
rom the ureters, and when a vaginal speculum was pressed 
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down over each urethral orifice in turn only clear urine 
collected at the bottom. No blood nor clot came out from 
the urethra when a catheter was passed through the penis 
into the bladder. The supra-pubic wound was drained for a 
week. After three weeks quite normal urine was passed 
entirely by the urethra. A year later the patient had had no 
recurrence of the hsematuria^ but had one day passed a small 
phosphatic concretion. In a recent letter to Dr. Bunn the 
patient says he has had some recurrence of the hsematuria 
without other symptoms. 

Remarks, — Cases of haematuria unaccompanied by lesions 
have been referred to by Osier, who mentions Gull's term 
"renal epistaxis.'' So far as the evidence goes the foregoing 
two cases appear not to have been renal in origin. Epistaxis 
implies " dripping/' and its origin in the nose is now for the 
most part known, whereas the haematuria here referred to 
occurred in attacks, apparently from the bladder. Klemperer, 
in discussing this subject, uses the term " angioneurosis." 
But among his cases are included those due to acute inflam- 
matory congestion of the kidney, to calculus or retained 
urates, or to kinking of the ureter. Cases such as these are 
now common subjects for surgical treatment. If the term 
" angioneurosis " be thought a suitable one, then it may be 
held to occur and affect the bladder without any anatomical 
lesion. As such, the cases maybe compared to those of post- 
operative haematemesis with fatal results, when no changes are 
found in the stomach. Many such fatal cases of haematemesis 
have, however, been attributed to sepsis, but this explanation 
is not applicable to my cases. 

As to the term " haemophilia," in neither of the two cases 
was there any evidence of inheritance. In the fatal case, in 
which the large vessels seemed rather thin, there had been 
no previous hemorrhages. 
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XXIV. — A case of Attempted Division of the Eighth 
Nerve within, the Skull for the relief of Tinnitus. 
By CuTHBEET S. Wallace and H. J. Marriage. 
(With a Report on the Resulting Degenerations 
by E. Farquhar Buzzard). Bead March 25, 1904. 

MC, female, ast. 23, milliner. In February, 1898, the 
• patient developed left otitis media, which was quickly 
followed by a mastoid abscess. The abscess after being 
opened soon healed up, but the discharge from the ear 
continued. In October of the same year the mastoid was 
opened and a more or less complete operation performed. 
The result being unsatisfactory, in July, 1899, and a;gain in 
March, 1900, the patient was admitted to St. Thomases 
Hospital and more bone removed ; on the latter occasion the 
cavity was grafted. In spite of this the discharge continued, 
necessitating a further removal of bone and granulations in 
December, 1901. On this occasion also the unhealed surface 
was covered with Thiersch grafts. After this operation the 
discharge ceased, and the whole cavity completely healed. 

For a year all went well, but at the end of this period 
pain was experienced in the posterior part of the mastoid 
process. In addition to this the patient began to suiJer from 
tinnitus and vertigo. 

On admission (August 18, 1903). — An anaemic girl com- 
plaining of giddines, noises in the ear, and pain over the left 
mastoid and in the course of the small occipital and auriculo- 
temporal nerves. 

The external auditory meatus and the middle ear were 
represented by a large smooth cavity lined with healthy 
white skin. The bony labyrinthine wall was intact. 

One of us made the following note of the condition of the 
left ear. 

" When speaking in a loud tone directly into the left ear, 
after closure of the right, sounds are heard, but no words can 
be distinguished. A loud ticking watch is heard only when 
placed in contact with the remains of the left mastoid. On 
the right side the same watch is heard at a distance of 
twenty-four inches. A tuning-fork placed on the forehead 
is heard on the right side only ; when placed on the point of 
the chin the fork is heard slightly on the left side, but quite 
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distinctly on the right ; the tuning-fork is not heard at all 
when held immediately opposite the left meatus, and only 
just heard when placed on the left mastoid. In the right 
ear the air conduction is considerably better than that of the 
bone, though slightly shorter than normal. 

" The noises in the ear ceased on compression of the left 
common carotid artery .'' 

There were two tender spots behind the ear; one at the 
junction of the posterior border of the mastoid process with 
the skull, and the other at the lowest part of the same 
border. The amount of tenderness varied considerably, but 
could always be elicited on pressure. There was no oedema 
or sign of acute inflammation. 

The pain radiated in the distribution of the small occipital 
and auriculo-temporal nerves, but its severity varied greatly. 
The tinnitus was entirely confined to the left ear, sometimes 
being compared to the rushing of water, at others to the 
sound of bells ; it was always present, but was most notice- 
able at night, especially if the patient lay on the left side. 
Its severity had increased to such an extent that sleep was 
seldom obtained without the use of hypnotics, and even with 
these was broken and disturbed. 

The vertigo was of the type usually met with in Meniere's 
disease ; when an attack occurred the ground seemed to rise 
towards the face of the patient. There was no inclination to 
fall to one side or the other, nor did objects appear to pass 
from left to right or vice versa. 

The patient never dared venture outside the house without 
a friend by her side. 

The general condition of the girl was pitiable, and it was 
evident that unless something was done she would soon be 
worn out by want of rest. She was quite convinced that the 
causes of her trouble were the noises in the ear, and that 
compared with these all other symptoms sank into insignifi- 
cance. 

Drugs were tried with absolutely no result, and it seemed 
that the only recourse left was division of the auditory nerve, 
for we decided that, although the noises ceased on compression 
of the common carotid artery, it was not advisable to ligature 
that vessel, since the results obtained by this operation were 
not satisfactory in the cases reported by Meyerson* and 
Grrunert t (in the former case the noises returned after four 

* Vers* d. deutsch, Naturf, u. Aerzte, 1895. 
t Arehiv fur Ohrenheilkunde, roL 
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hours, in the latter after four months), while in the case 
reported by Linsmayer,* who ligatured the external carotid 
artery, the noises ceased only for a short time, but hemi- 
anopsia and deafness of the same side, with hemiplegia of the 
opposite side, developed, and at the autopsy on the patient, 
who died on the fifth day from pneumonia, extensive recent 
softening of the hemisphere was found. 

With this end in view we undertook numerous experimental 
operations on the cadaver. 

There are two routes through which the auditory nerve 
can be reached within the skull. 

(1) By exposing the cerebellum in the usual way, opening 
the dura mater, and slowly compressing the cerebellum 
inwards until the facial and auditory nerves come into view. 

(2) By the operation for exploration of the posterior 
surface of the petrous bone. This is an elaboration of the 
ordinary operation for the cure of mastoid caries. 

After consideration it was decided to adopt the second of 
these routes. We were influenced in our decision by the fact 
that a large amount of bone had already been removed, and 
also by the fact that there were still pain and tenderness at 
the posterior border of the mastoid process, pointing to some 
abnormal condition in these parts. 

Description of the operation on the cadaver, — The complete 
operation for mastoid caries was first performed, the lateral 
sinus being exposed and the posterior meatal wall removed 
down to the level of the facial canal. The dura mater over 
the temporo-sphenoidal lobe was next exposed, and by working 
backwards and downwards from this point the dura over the 
cerebellum for a distance of three quarters of an inch behind 
the lateral sinus was laid bare. This was found to be 
necessary in order to gain space for retraction of the cere- 
bellum in the later stage of the operation. 

The portion of the temporal bone forming the inner wall of 
the mastoid was next removed, starting from the groove for 
the lateral sinus, and extending forwards and inwards as far 
as the horizontal semicircular canal and the remains of the 
posterior wall of the meatus. The extent of dura mater in 
front of the lateral sinus exposed by this means was found 
on an average to be three eighths of an inch* 

The anterior edge of the exposed part of the dura mater 
was then incised to the extent of about one inch. 

A flat retractor, half an inch broad and bent on the flat to a 

* Politzer'B Diseasa of the Ear, 4th edition, p. 778. 
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convenient angle^ was introduced, and the cerebellum com- 
pressed until, with the aid of a forehead light, the auditory- 
nerve was seen running obliquely into the internal auditory 
meatus. 

The depth of this nerve from the cut edge of the petrous 
bone varied in different bodies from half to three-quarters 
of an inch. 

Approached in this way the facial nerve cannot usually be 
seen as it lies deep, that is internal to the auditory; but 
occasionally, as they appear from behind the cerebellum, the 
edge of the facial nerve can be seen just behind (above, 
speaking anatomically) the auditory. 

Pressure on the auditory nerve, applied as near the brain 
as possible, enables the facial to be brought into view; a 
blunt hook can then be easily passed round the eighth with- 
out damage to the facial, and the auditory divided either by 
traction or by the scissors. On the cadaver the operation is 
not difficult, and it only requires patience to successfully 
divide the auditory and leave the facial intact. We performed 
the operation many times, and verified the result after the 
removal of the skull-cap. 

On September 3, 1903, the first operation was performed, 
it being then intended to complete the procedure at one 
sitting. The usual incision was made through the old scar, and 
from the middle of this another incision was made backwards 
for about an inch in order to provide for the exposure of the 
cerebellum. The steps above narrated were followed out 
except in so far as the process was shortened by the previous 
removal of bone. The lateral sinus gave considerable trouble, 
it was large, tensely distended, and protruded in such a way 
as to suggest that the normal flow through it was obstructed. 
In removing bone at the lower part of the wound and over 
the lateral sinus, as it turned in towards the foramen lacerum 
posterius, considerable bleeding occurred, which necessitated 
plugging and the postponement of the operation until the 
bleeding ceased. The wound was therefore closed and the 
patient put back to bed. 

The operation caused at first a considerable amount of 
shock, but it passed ofE by the next morning ; vomiting was 
also troublesome, and the patient complained of pain in the 
region of the left ear and eye. Pulse 100 ; temp. 99'2°. 

During the next few days her condition improved, but she 
still suffered from headache. The noises in the ear caused 
her great distress. 
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On September 10, the pulse being 92 and the tempera- 
ture 98^, the wound was reopened and the operation proceeded 
with. 

The lateral sinus, although now filled with clot, was still 
very prominent. 

The anterior border of the exposed part of the dura mater 
was divided, the incision being somewhat curved with the 
convexity forwards ; its length was about one inch. A large 
amount of cerebro-spinal fluid at once flowed out. 

A flat bent retractor was then introduced, and an attempt 
made to expose the nerve ; it was found, however, that suf- 
ficient room could not be gained owing to the resistance 
offered by the lateral sinus, this was therefore divided between 
ligatures. 

The cerebellum was next slowly pressed backwards, but a 
good view of the parts could not be obtained, owing to the 
continual flow of the cerebro-spinal fluid. In addition to this 
considerable trouble was given by bleeding, which proceeded 
from the surface of the cerebellum. After much difficulty a 
view of the nerve was obtained. 

By means of a blunt hook the auditory nerve was pushed 
aside and the facial nerve exposed, the hook was then turned 
through a right angle and passed behind the auditory nerve, 
whicli by traction was torn across. At this moment bleeding 
again obscured the view, but when this had ceased the 
divided end of the auditory nerve could be seen lying in the 
internal auditory meatus, while the facial, distinguishable by 
its small size, was seen to enter the meatus intact. 

As far as could be judged the operation had been success- 
ful. The wound was closed, a small gauze drain being 
inserted at the lower angle. 

September 11. — There was no facial paralysis, the tinnitus 
had greatly subsided, but was still obvious to the patient, the 
temperature was normal, the pulse 80. The patient com- 
plained of considerable giddiness when she attempted to raise 
her head, and also of headache. The dressings were con- 
tinually soaked with cerebro-spinal fluid. 

September 12. — The flaps were found bulged by blood- 
clot, some of which was let out. 

September 14.— The cerebro-spinal fluid was still being 
discharged in considerable quantities. The stitches were 
found to have given way, and a considerable amount of blood- 
clot to have been extruded. There was some hernia cerebelli. 
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There was no attempt at healing in the wound. Temp. 98*8° ; 
pulse 84. Diplopia was present to a very slight degree. 
The headache still continued, but was less severe. 

Patient had not rallied properly from the operation, and 
although she complained of giddiness her state did not admit 
of any attempt being made to learn the exact nature of this, 
beyond the fact that it did not trouble her if she kept quiet. 
There was occasional vomiting. 

September 24th. — The general condition remained the same. 
The diplopia had cleared up. The flaps no longer bulged and 
the wound was quite clean, but showed no signs of healing; the 
discharge of cerebro-spinal fluid continued. The headache 
was at times severe, and required morphia. 

The patient no longer complained of tinnitus. The ocular 
fundi were normal. 

From this time until the day of her death the condition 
of the patient varied very little. She gradually lost strength 
and became more and more apathetic, so that no observations 
of value could be made. The wound never showed any 
reaction or made any progress in healing. The cerebro- 
spinal fluid continued to be discharged in large quantities* 
The pulse varied between 100 and 120, and the temperature 
between 99'4P and 97°, except on September 28 when it 
rose to lOr. 

Death occurred on October 1, 1903, twenty-one days after 
the division of the nerve. 

The post-mortem examination — ^There was no meningitis 
at any point. 

The cerebrum was healthy throughout. The right cere- 
bellar hemisphere was also normal in appearance and con- 
sistence. The left cerebellar hemisphere was somewhat soft, 
but showed no loss of substance. The cortex was blood- 
stained and the vessels full of blood. 

The cochlea and semicircular canals on the left side 
presented a perfectly normal appearance. 

The facial nerve was intact. The auditory nerve had 
been divided with the exception of a strand, as thick as a 
fine piece of cotton, which lay next the facial nerve. 

The other organs were healthy except for old caseous foci 
at the apex of the left lung. 

Report by Dr. E. Farquhar Buzzard, — The material sub- 
mitted to me for examination included the lower half of the 
pons Varolii and the entire medulla oblongata ; unfortunately 
the cerebellum had been removed from the former so that 
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the ultimate destination of certain fibres of the vestibular 
nerve could not be ascertained. 

The whole piece was divided transversely into a number 
of thin blocks which were stained by the Busch modification 
of the Marchi method, embedded in celloidin and cut. The 
sections obtained were mounted serially and examined under 
the microscope with the following results briefly summarised. 

The cochlear nerve. — About two thirds of the fibres con- 
stituting the entering root of this nerve were degenerated, 
the non-degenerate fibres being distributed in its lateral and 
posterior part. The majority of the degenerate fibres ter- 
minated in the ventral cochlear nucleus, a very few could be 
traced as far as the dorsal cochlear nucleus, and a consider- 
able number turned sharply inwards and cerebral wards to 
the region of the superior olive, and, via the corpus trape- 
zoides, to the opposite side of the pons. 

The vestibular nerve, — The whole of the entering root of 
this nerve was degenerated. The large majority of the fibres 
could be traced into the principal nucleus (nucleus nervi 
vestibuli medialis) or into the descending root where they 
could be followed in diminishing numbers as far down as a 
level corresponding to the middle of the hypoglossal nucleus. 
A smaller number of fibres broke up in the neighbourhood of 
Deiter^s nucleus (nucleus nervi vestibuli lateralis), and a few 
turned directly into the corpus restiforme soon after their 
entry into the substance of the pons. In the absence of the 
lateral wall of the fourth ventricle it was impossible to say 
whether any fibres passed direct to Bechterew's nucleus 
(nucleus nervi vestibuli superioris) or into other parts of the 
cerebellum. 

In addition to the degeneration resulting from the section 
of the eighth nerve much recent degeneration was seen in the 
descending spinal root of the fifth nerve of the same side 
throughout its length in the pons and medulla, suggesting 
that the afferent portion of that nerve had been damaged in 
its extra-medullary course. 

Finally there was noticed a haemorrhagic softening of the 
tissue immediately surrounding a small vessel which entered 
the pons on the medial side of the vestibular nerve, and 
which pursued a course inwards, dorsalwards, and cerebral- 
wards without however penetrating as far as the corpus 
trapezoides. The degeneration resulting from this vascular 
lesion was confined principally to certain transverse fibres of 
the pons going to the middle cerebellar peduncle. I have 
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seen similar vascular lesions as the result of the operation 
for the division of posterior roots, and attribute them to 
accidental traction upon accompanying or neighbouring 
vessels. 

This case shows the possibility of division of the auditory 
nerve within the skull without injury to the facial. 

The chief difficulty to be feared is bleeding from the 
surface of the cerebellum which was encountered in this case, 
and to which must be attributed the failure to completely 
divide the nerve. 

At the operation no remaining strand could be seen, owing 
we think, to the strand adhering to the facial, and thus 
escaping recognition. The blunt hook must have penetrated 
the nerve in such a way as to leave this small portion behind, 
and in attempting to sponge away the blood after the hook 
had been pulled out the small strand was in all probability 
pushed up against the facial nerve and remained in contact 
with it. 

The cause of death was not ascertained with any certainty. 
Probably the wretched condition of the patient before the 
operation was a contributing factor, as it left no reserve force 
to properly combat the shock of the operation, and to produce 
a healing reaction in the wound, and so prevent the continual 
loss of the cerebro-spinal fluid. 

The case was a failure both clinically and scientifically. 
There was no doubt that the tinnitus was present, though 
diminished, for several days after the operation, and it is 
doubtful if it really ever subsided. 

Taking into consideration the degeneration described by 
Dr. Buzzard, the continuance of the tinnitus must be attri- 
buted to one of two causes : 

(1) That the noises a^'e central in origin; or 

(2) That the causes of the tinnitus originate in the 
cochlea, and the impulses by which they become apparent 
are conveyed to the brain by the cochlear nerve (the vesti- 
bular nerve was completely degenerated) . 



i 



PLATE V. 

Illustrating Messrs. C. S. Wallace and H. J. Marriage's Case of 
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XXV. — Gases illustrating the value of the " X '* Rays 
as a factor of diagnosis of Early Pulmonary Tuber- 
culosis. By A. Stanley Gbekn, M.B., B.S., and 
W. H. B. Brook, M.D., F.R.C.S. Read May 13, 
1904. 

THAT the early diagnosis of pulmonary tuberculosis is a 
matter of vital importance will, I think, be conceded by 
all, and I am bringing this subject before you to-night with 
the object of pointing out a comparatively new method of 
diagnosis, which may seem to some physicians quite unneces- 
sary, but which I hope to prove to you is of some value, at 
any rate to those who do not have the same opportunities of 
examining a large number of chests as do those whose work 
principally lies in diseases of this portion of the human 
frame. That even the most expert physicians experience 
difficulty in the diagnosis of early cases may be taken for 
granted. " In the majority of cases where, as the result of 
physical examination, the patient is said to be suffering from 
phthisis in the first stage cavities already exist " (Dr. Percy 
Kidd, Clifford Allbutt's System of Medicine, vol. v, p. 209). 
Again, on the next page, we find " it is a matter of everyday 
experience that cavities in the lung may escape detection 
during life'^ (p. 210). If, then, we can show that by means 
of the " X " ray examination this diagnosis is made more easy 
and more certain, it is clear that much time may be gained, 
and the prospect of cure will therefore be increased. To do 
this it is necessary to prove three points : 

(1) That we can demonstrate the presence of the disease. 

(2) That we do not show the disease when it is really 
absent. 

(3) That we can demonstrate the presence and extent of 
the disease before it is recognisable by means of the ordinary 
methods of diagnosis, especially where both lungs are 
affected. 

It must, however, be thoroughly understood that this 
method is only to be used as an adjunct to symptoms and 
physical signs, a careful note being made of the patient^s 
history, and can never replace the careful examination of the 
patient^s chest by all the well-known and thoroughly under- 
stood methods at our command, including the examination of 
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the sputum — in some early cases, however, it is difficult to 
obtain sputum, and even then bacilli may not be found. In 
order that there might be careful comparison between the 
physical signs and the evidence elicited by the " X " rays I 
have, in nearly all my cases, asked my partner. Dr. W. H. B. ^ 
Brook (referee to the Kelling Sanatorium), to work out the 
physical signs prior to the patient coming under my hands. 
We each write out our report, and compare the evidence thus 
obtained. As a result, I have never missed finding the 
disease when the physical signs pointed to its presence, and 
in about 50 per cent, of the cases I have demonstrated a more 
extensive implication of one or both lungs than it had been 
possible to discover by the usual methods of examination. It 
is not, however, fair on this account to say that the evidence 
the *' X '' ray expert produces is merely confirmatory, and I 
do not think this is correct, as the following cases, in which 
I detected disease by screen and skiagram prior to its dis- 
covery by physical signs, will show, and especially is this 
shown in those cases where one apex being the seat of 
mischief, the other apex becomes diseased. This mischief 
can be detected earlier and with more certainty by means of 
the "X^* rays than by any other method. In fact, I think 
that when the disease has sufficiently advanced in one apex 
to be revealed by physical signs it will be found by the " X '' 
rays in a very large percentage of cases that the other apex 
is already involved. 

Two cases showing this will be quoted further on. 

I here show a normal adult thorax as seen from the back, 
the tube being placed twenty inches from the patient's chest, 
the anode directly facing the part to be observed with its 
surface parallel to the greatest transverse diameter of the 
chest. The skiagram was taken during deep inspiration, the 
lead points having previously been placed on the back at the 
spot where the diaphragm was seen to stop in the deepest 
expiration. We thus register the maximum excursion of the 
diaphragm on the two sides. This averages two and seven- 
eighths inches on the right side, and two and five-eighths 
inches on the left, the minimum, that is quiet respiration, 
being about half an inch on either side (Dr. Halls Dally). 
This movement of the diaphragm is in most cases of a , 
plunging character like a piston, but in some cases, where 
the breathing is of a decidedly thoracic character, the vertical 
movement is almost nil, and the sides of the muscle seem to 
contract towards the central tendon, the movement being 
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horizontal in character. In some cases the movement of the 
diaphragm on one or both sides is jerky in character (cog- 
wheel respiration) . The importance of this part of the exa- 
mination will at once be seen when it is stated that most 
observers are convinced that unilateral impairment of dia- 
phragmatic movement is the earliest sign of pulmonary- 
tuberculosis, and can often be detected before any physical 
signs are present or any shadow is impressed on the " X ^* 
ray plate. 

Of course the value of this is to a certain extent dis- 
counted if there is any history of pleurisy. The patient must 
also be examined with the screen placed on the chest and the 
tube at the back. The importance of this was shown by Dr. 
David Lawson in a paper read before the British Electro- 
Therapeutical Society in March of this year, where he dis- 
cussed what he termed the ^^ Associated Movements of the 
Diaphragm,'^ showing that where consolidation was appa- 
rently more marked towards the posterior aspect of the lung 
the amplitude of the range of movement of the diaphragm 
towards the back, as measured by the screen shadows, was 
considerably less in extent than the amplitude at the front. 
Furthermore, the relative level of the diaphragm on the 
affected side as compared with that on the unaffected side, as 
seen from the back, was higher than that observed at the front. 
Thus, in one case, where the shadow of the apices of the two 
lungs was most marked at the back, the right lung being 
more affected than the left, during deep breathing the range 
of movement at the back was exactly half as seen at the 
front. Again, in another case, where the right lesion was 
most marked at the back and the left most marked at the 
front, the left side of the diaphragm, as seen from the front, 
was distinctly higher than the right, but from the back the 
normal relation was preserved, that is, the right was slightly 
higher than the left. Other points which can be seen in the 
screen examination are the slope of the ribs (especially roof- 
tiling), the width of the intercostal spaces, the position and 
size of the heart shadow, which may be pushed over to one 
side by fluid in the opposite pleural cavity or dragged over 
by the contracting lung (this is better seen with the screen 
on the chest and the tube at the back) ; the transradiancy 
of the lung tissue, and the effect of this on deep inspiration, 
also any shadows which may be present in the lung tissue. 
The patient may also be examined by the lateral oblique 
method of Mignon, as by this means the enlargement of the 
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posterior mediastinum by a full inspiration due to the throw- 
ing forward of the heart may be clearly seen. The patient 
should be stripped to the waist during the examination, 
which can be carried out in either the erect position or lying 
down on a table with vellum top, the tube being placed in a 
box beneath, freely movable in both directions, and with the 
anode directly facing the part to be observed with its surface 
parallel to the greatest transverse diameter of the chest. A 
few words may not be out of place in connection with the 
diagnosis of pleural effusions, empyemata, and pyopneumo- 
thorax. A pleural effusion casts a dark shadow, the upper 
surface of which is concave and has a quick rhythmical 
movement imparted to it by the pulsation of the heart, and 
which varies in density from above downwards, and does 
not, as a rule, completely obscure the shadow of the ribs, 
of which very little can be seen when the pleural cavity is 
full of pus. Dr. Lawson has shown that where there is fluid 
but no air in the pleural cavity the upper level of the fluid 
takes a somewhat irregular curved form, the edges of the 
shadow being drawn up to a considerable distance above the 
other portion of the curve. But where air is present, as in a 
pyopneumothorax, the upper level of the fluid is horizontal. 
I would here refer my readers to his paper quoted above, 
and also to one by Dr. Halls Dally which appeared in the 
Lancet, February 27, 1904, where this point is very ably 
discussed. Apart from physical signs, the diagnosis between 
fluid and a solid lung can easily be determined by asking the 
patient to change his position, as, unless the fluid is encysted, 
the outlines of the shadow will alter. An important point to 
note in pleural effusions, especially in young adults, is the 
increasing transradiancy of the lung as the fluid clears up or 
is removed and the lung expands. If this does not occur, 
there is probably mischief in the lung, which may not be 
perceptible at this stage by physical signs. 

The differential transradiancy of corresponding areas of 
the two sides must be carefully compared, both in quiet and 
in forced inspiration. To enable this to be done the light in 
the tube must be under perfect control. The healthy part of 
the lung becomes lighter when filled with air, the diseased 
portion naturally does not alter, the position of the arms can 
be changed so as to avoid mistaking any shadows cast by the 
scapula — Dr. Dally. Shadows differ very much in character 
and density in different lungs and in different parts of the 
same lung. These have been classified by Dr. Dally as : 
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Bontgen rays. Percussion. 

Brightness . . . Hyper-resonance 

. Normal resonance 

. Impaired resonance 

. Dulness 

, Absolute dulness (tanquam femoris) 



Transradiancy 
Faint Shadow 
Dense Shadow 
Opacity 



I do not pretend to say exactly what pathological con- 
dition is represented in these different shadows, but it is quite 
certain that we can differentiate between consolidation, 
cavitation, and some cases of fibrosis ; when cavitation is 
suspected I consider it a good plan to examine the patient 
with the screen and then ask him to cough; an area of 
shadow, which at first appeared homogeneous, may, after a 
fit of coughing, show small light areas scattered through it, 
indicating cavitation. 

One point that has puzzled me, and to which I would 
direct particular attention, is that after all physical signs 
have cleared up, in many cases the lung, as seen by the "X^' 
rays, appears almost exactly as it did when first examined. 
I have several cases amongst my collection, and intend 
following up their future history carefully, one especially of 
a patient who put on twenty-one pounds in weight, and whose 
physical signs have entirely altered, and in the right lung 
have entirely disappeared, but whose negatives taken before 
and after his return from the sanatorium are exactly iden- 
tical. I was, however, much struck with one case I sent to a 
sanatorium. She had a large area of opacity in the left apex, 
and a cavity in the axillary region level of fourth to sixth 
ribs. She stayed at the sanatorium three months, and was 
told when she left that her lung showed great improvement. 
My examination showed the density of the apical opacity to 
be the same, and the area slightly increased ; the cavity was 
also seen to be in the same condition, and the ribs were 
falling together (roof-tiling), consequently I gave a bad 
prognosis. Unfortunately this proved to be the correct one, 
as now, in spite of open-air treatment, the whole of the left 
lung, except a small area at the level of the spine of the 
scapula, is quite opaque, and there is a small opacity in the 
apex of the right lung, the condition of the patient being 
much worse. 

With regard to the relative value of screen examination 
and skiagrams I consider that they must be used together, as 
the screen shows the position and movements of the dia- 
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pliragm and any variations in transradiancy^ whereas the 
plate will often register shadows that are not visible to the 
eye by means of the screen, and where improvement is taking 
place, and the disease becoming less active, the movement of 
the diaphragm will in some cases show great improvement. 

The case J. H. is now able to take a deep inspiration 
sufficient to move his diaphragm two and a half inches on 
either side. 

The method I have always followed in taking my skia- 
grams is as follows : — The patient either sits up or lies down 
and either puts his arms above his head, and thus makes the 
space between the vertebral borders of his scapulas and the 
spinal column wider (an important point), or else lets them 
lie at his sides, making an angle of 45° with his thorax, with 
the plate between his back and the couch, and the anode of 
the tube twenty to twenty-four inches from the plate, and 
either opposite the fourth rib of one side when each lung is 
taken on a separate plate or opposite the mid-sternal line at 
the same level, where only one plate is used for the whole 
chest. The advantages of using the plate to back method 
have been thoroughly discussed by Dr. Lawson in the paper 
before quoted. Briefly stated they are : 

(1) Comfort of the patient, and therefore less liability to 
cough. 

(2) The lesion in the apex is in the greater majority of 
cases nearer the posterior portion of the lung, and therefore 
a clearer shadow is obtained on the plate. 

(3) Only the posterior portions of the ribs show on .the 
plate, and the lattice-work appearance is avoided. 

A ten-inch coil is used, the exposure varying from thirty 
seconds to sixty seconds, a heavy anode tube being used. 
Voltage at present 230 with Wodal jet interrupter. (I used 
to work with accumulators — 40 volts and a MacKenzie 
Davidson break.) I have used many makes of plates, and I 
think that for lung work the Lumiere, if thoroughly developed, 
gives the most reliable skiagrams. The development should 
be done by the medical man himself and not left to a chemist 
or professional photographer, as, apart from ethical reasons, 
much can be learnt during the development of a plate which 
is not so easily demonstrated when the film is fixed. After 
using many developers I have finally come back to our old 
friend pyro-ammonia. I find that the process of development 
generally takes about twenty to twenty-five minutes. By 
this time the plate will be quite yellow, but the print will be 
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very bright. Whenever possible the exposure should be 
made while the ribs are motionless, and this can be done by 
causing the patient to take a deep inspiration, and then 
holding his breath from fifteen to twenty seconds (I always 
ascertain beforehand by experiment how long a patient can 
hold his breath, but find the average is fifteen seconds), the 
only difficulty experienced is that sometimes this occasions a 
fit of coughing, and no further exposure can be given on the 
plate. Where the respirations are vei:y rapid the excursions 
of the ribs are not very great, and blurring of the rib margins 
are not very marked. Wherever possible stereoscopic views 
should be taken, and with my table this involves absolutely 
no trouble whatever. If chest radiography is to be carried 
out successfully all the apparatus must be in a state of 
readiness and efficiency, and the examination must be carried 
out as rapidly as is possible with efficiency. 

I have so often discovered mischief in the area between 
the vertebral border of the scapula and the spinal column 
when physical signs have been absent here that I am always 
now on the look-out for its occurrence, but great care must 
be taken not to confound them with those faint lines which 
are seen in a large number of radiographs along each side of 
the mediastinal opacity; enlarged mediastinal glands may 
cause a bulging of the aorta to the left which might possibly 
be mistaken for an aneurysm, but this mistake would, of 
course, be avoided by a careful screen examination. 

Fallacies must inevitably crop up in any new method, 
whether of treatment or diagnosis ; the chief one I have met 
so far is that mentioned above, where the physical signs 
having disappeared the shadows remain in the skiagram, and 
it remains to be proved if this is a fallacy. 

I will now quote a few cases in which the " X '^ rays have 
been of undoubted value in the early diagnosis of pulmonary 
tuberculosis. 

G. A., aBt. 7, was sent to us by Dr. Wilkinson, of Gains- 
borough, with the history that he had been ailing since July, 
1903, and had had an attack of bronchitis with right pleural 
effusion in January of this year. The effusion cleared up 
without aspiration, but the evening temperature was 
consistently high. The child had a cough, but very little 
expectoration. 

Present condition. — ^Pale strumous-looking child with 
enlarged cervical glands. Pulse 156 ; resp. 30 per minute. 
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Physical signs (Dr. Brook). — Eight side of chest smaller 
than left, and more or less slight impairment of resonance in 
right infra-mammary region (site of old pleurisy). Breath- 
sounds well heard all over. No adventitious sounds whatever. 

Screen. — The diaphragm was seen to move freely on both 
sides. The lung tissue of right while not showing any definite 
opacity was less transradient than the left side, and was less 
affected by a deep inspiratory movement than the left side. 

Skiagram, — Exposure forty-five seconds. Amp. 3. 
Lumiere plate shows extensive small deposits scattered 
through the lung extending as far down as the eighth rib. On 
the left side the deposits are of the same character, but not so 
extensive. 

The chief interest of this case is that the X-ray examina- 
tion was sufficient to settle the diagnosis, and to show disease 
on both sides in spite of the absence of physical signs, and 
this in a case of pulmonary tuberculosis occurring after a 
pleural effusion, a condition very difficult to diagnose by the 
ordinary methods.*^ 

The next case is of interest inasmuch as the X-ray 
examination discovered definite disease in the right lung six 
weeks before any physical signs could be detected, and when 
these latter were present the disease had then involved the 
left lung. The case had been photographed several times, 
and is now at Kelling Sanatorium. I treated him for a few 
weeks with the brush discharge from the H.P. current, and I 
think it helped him to tide over the time before he could be 
admitted to Kelling. 

H. H., aet. 24. History of influenza April, 1903, followed 
by feeling of lassitude and depression, loss of flesh and cough 
since July ; very little expectoration. 

Physical signs (Dr. Brook). — Very slight dulness over 
right apex ; no adventitious breath-sounds or abnormality. 

Screen. — Movements of diaphragm. Right side quiet 
respiration quarter of an inch ; left side half an inch. Maxi- 
mum right side one inch, left one and a half inches. Bight 
apex opaque with a less dense shadow extending down to the 
sixth rib behind. Left lung clear. Tubercle bacilli were 
not present in the sputum. 

The skiagram showed well-marked opacity in right apex 

* G. A. BtibBeqiiently died July 4^ haying developed physical signs 
of pulmonary tubercle before death* 
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more extensive than the slight dulness indicated^ and on the 
left side some slight mottling in the upper half of the lung. 

One month later the patient returned ; the physical signs 
were then pronounced on both sides. 

Inspection. — Movements deficient, especially on left side. 

Percussion, — Resonance impaired at left apex down to 
third rib, and to a slight degree over the supra-scapular region. 

Auscultation. — An occasional crepitation heard over the 
right clavicle. Crepitations well marked on the left side from 
the apex down to the fourth rib. 

An occasional crepitation heard over left supra-scapular 
region. The movements of the diaphragm on both sides less 
than a quarter of an inch, and the skiagram showed exten- 
sive opacity over the whole of the right apex, with mottling 
down to the eighth rib, and mottling throughout the whole 
of the left lung, with a small area of opacity in the apex. 

The last skiagram was taken on the day previous to his 
departure for Kelling Sanatorium. Movements slightly defi- 
cient on right side, more so on left. No impairment of reso- 
nance on right side. Eesonance impaired at left apex down 
to third rib and over the supra-scapular region. An occa- 
sional crepitation heard below the right clavicle. Crepita- 
tions all over the left front. Bronchial breathing and 
bronchophony from the apex down to the fourth rib. Agi 
occasional crepitation left supra-scapular region. Bronchial 
breathing below the spine of the right scapular. 

The next case was also an interesting one, as it was care- 
fully watched for many months. 

Miss C, 8Bt. 25. Unilateral case throughout the whole 
course ; sent for me complaining of nasal catarrh. I found 
she had been losing weight, and had a slight but persistent 
cough. History of pleurisy on left side four years ago. 

Physical signs (Dr. W. H. B. Brook). — Inspection: clear 
movements diminished on left side. Percussion : no impair- 
ment of resonance on right side. High pitched note in 
middle of left clavicle. Resonance impaired for two inches 
below left clavicle. No impairment of resonance behind. 
Auscultation: right side, no abnormal sounds. Left side, 
breathing supra- and infra-clavicular region and over the 
supra-scapular region. 

Screen. — Diaphragm moves very little on left side. Right 
moves very well, descending a full inch. Left chest less 
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translucent all over than right, which is particularly bright, 
and the apex of left completely opaque. 

Skiagram. — Mottling over left lung as far as eighth rib. 

March 22. — After open-air treatment in South of England ; 
general condition of patient improved. Nasal condition 
cured, very slight cough, appetite good. 

Screen. — Left side : diaphragm does not move at all, even 
in forced inspiration. Bight side: movement one and a 
quarter inches. Left side more opaque than on previous 
examination. 

Skiagram. — Mottling darker and more extensive. 

She then went to Kelling for five months, where she made 
good progress, and when she returned the physical signs 
were : — Right side : nothing abnormal. Left side : resonance 
impaired left clavicular and supra-scapular regions. Move- 
ments diminished. No abnormal breath sounds in front. 
Cavernous breathing, with coarse crepitations, over left 
supra-scapular region. The movement of the diaphragm 
improved, but the mottling is as pronounced as before. 
Bight lung clear. Six months later I photographed her 
again, and you see the lung is becoming much more trans- 
radiant. 

February 20, 1904. — Slight impairment of resonance at 
left apex in front. No abnormal breath sounds. 

Another case showing the value of the rays in the dia- 
gnosis of bilateral cases is the following : — J. B., aet. 62, a 
thin man with stooping shoulders, had been complaining of 
cough and loss of appetite for two months. Physical exa- 
mination revealed extensive disease in the right chest, 
especially in front; nothing abnormal in the left lung; and 
this was confirmed by an expert physician. 

Screen examination showed very extensive movement of 
the diaphragm on both sides in deep inspiration (this is the 
first time I have seen the diaphragm move so freely with 
extensive disease in both lungs). Both apices were opaque, 
the right more so than the left, and the area over which this 
opacity extended reached as far as the sixth rib on the right, 
and fourth rib on the left side. 

Skiagram. — The shadow on the right side covered nearly 
the whole lung as a dense opacity. On the left side the 
shadows were not so dense, but extended as far down as the 
eighth rib, interspersed with light areas. Tubercle bacilli 
were numerous in the sputum. 
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This case is of interest^ inasmuch as the patient gained 
21 lbs. in weight during his stay at the Kelling Sanatorium. 
His physical signs almost entirely disappeared^ and yet his 
left lung has not cleared up, according to the X-ray examina- 
tion. 

W. K. W., set. 26 years. 

History. — Accepted for life assurance 1898. April, 1900, 
right pleurisy; October, 1901, left pleurisy; October, 1902, 
haBmoptysis; November, 1902, haemoptysis; February, 1903, 
hfiemoptysis. Has suffered from cough, and been losing flesh 
for some time. 

Physical examination (May 18th, 1903). — Movements defi- 
cient on left side. 

Resonance. — Slightly impaired left apex in front. Con- 
siderable dulness in left infra-axillary and supra-scapular 
regions. Slight dulness right supra-scapular region. An 
occasional inspiratory click at left apex. Harsh breath 
sounds in left infra-axillary region. Crepitations along the 
vertebral border of the left scapula. Broncho-vesicular 
breathing over the right supra-scapular region. • 

The patient was examined by the screen, and the move- 
ments of the diaphragm on the left side were seen to be 
greatly impaired, and were certainly less than half the normal 
on the right side. A dense shadow was seen in the left lung 
behind extending from the fourth to the seventh rib, with 
fainter shadows above and also below extending into the 
axilla. A faint mottling was seen throughout the greater 
part of the right lung. 

The patient was then sent to Kelling Sanatorium, where he 
put on twenty-one pounds in weight, and returned, looking 
very brown and well, December 18th, 1903. 

Physical examination. — Hardly any abnormal signs. Move- 
ments slightly deficient on left side. 

Resonance. — Sliffhtly impaired over left clavicular and 
supra-scapular re^ons Nc abnormal breath signs. 

Screen examination. — Practically no change, except that 
there is no free movement of the diaphragm on both sides. 

The next case shows how faithfully the X rays will record 
the amount of disease present in a bilateral case and how 
improvement may be recorded on the plate from time to time. 

J. A., Bdt. 39, a maltster, came to me in February, 1903^ 
complaining of distressing cough when he came out of the 
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malt house into the cold air. On examination I found a long 
uvula and the oropharynx red and injected. Larynx normal. 

Physical examination (February 22, 1903). — Respiratory 
movements deficient on both sides, especially on the right. 
Resonance impaired on the right side from the apex down to 
the third rib in front and at the back down to the angle of 
the scapula. On the left side slight impairment of resonance 
below the clavicle and over the whole of the scapula area. 
Bronchial breathing over the right clavicle down to the third 
rib and along the vertebral border of the right scapula. An 
occasional crepitation was heard below the left clavicle on 
deep inspiration. 

Screen examination. — Movement of diaphragm very slight 
on either side, but decidedly on the right. Apices of both 
lungs opaque, iDut the right showed a denser shadow than the 
left, and this extended as far as the seventh rib. 

Skiagrams show a very great amount of consolidation. In 
later photographs the consolidation of the left side had given 
place to a considerable amount of cavitation. He went to a 
sanatorium and returned August, 1903. 

August 22, 1903 (after sanatorium treatment). — Move- 
ment slightly deficient on the right side more than on left. 
Resonance impaired over the three upper spaces on right and 
below the left clavicle. Cracked-pot sound above right 
clavicle. Cavernous breathing above right clavicle, with 
bronchial breathing heard down to the third rib. On the left 
side an occasional crepitation on deep inspiration over the 
second intercostal space. 

Screen examination showed greatly increased movement of 
the diaphragm on both sides and the lung tissue more trans- 
radient, the shadows being less dense and extensive. 

Skiagram showed clearing up of the mottling on both sides 
and a distinct fibrosis in the left apex, where the area of 
consolidation is now replaced by a concentric fibrous area. 

May, 1904. — Movements fairly good. Resonance impaired 
down to the third rib on the right and over the scapular 
region, but less than on August 22. No impairment of 
resonance on the left side. Bronchial breathing and cog- 
wheel respiration heard over second left interspace. Bronchial 
breathing and pectoriloquy over right supra-scapular region 
and one inch below the spine of the scapula. 

Screen examination showed the maximum excursion of the 
diaphragm to be more than two inches on each side. 
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Shia^ram shows this movement, a lead across having been 
placed at the level of the diaphragm in expiration. 

The last case I will show is that of a man aBt. 21, who had 
been told five months before that he had nothing the matter 
with his chest. 

F. H. W., set. 21. 

History. — Cough on and off for two years. Worse in 
winter. 

Physical examination (April 9, 1904). — Movements deficient 
on both sides, especially on left. Slight impairment of 
resonance over the three upper spaces on the left. Distinct 
dulness over the left supra-scapular region. Cog-wheel 
respiration below left clavicle. Crepitations heard in left 
axilla and over the whole left scapular region. Bronchial 
breathing and bronchophony well marked on the vertebral 
border of the left scapula. No abnormal sounds on the right 
side. 

May 5, 1904. — Dr. Burton Fanning, of Norwich, reports 
that there are fine crepitations on coughing immediately below 
the right clavicle and the spine of the right scapula. 

The conclusions I have arrived at are — 

1. Unilateral limitation of diaphragmatic movement is the 
earliest sign of the onset of pulmonary tuberculosis, and can 
often be detected by means of the X-ray screen before physical 
examination reveals its presence. 

2. The onset of disease in the second lung is detected 
earlier by X-ray examination than by any other method at 
present at our disposal. 

3. The progress of the disease can be watched and regis- 
tered. 
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XXVI. — Notes of Two Gases illttstrating the advantages 
and disadvantages of X-ray Treatment in Recurrent 
Carcinoma of the Breast. By E. A. Peters, M.D., 
F.R.O.S. Bead May 13, 1904. 

MR. Pebsidbnt and Gentlemen, — I had hoped to have shown 
one of these cases to the Society, but unluckily her 
death occurred on April 26, so I propose to read the notes of 
this case and those of a similar recurrence of carcinoma of 
the breast. 

Case 1, — Miss J., set. 42. October 10, 1901. — Mr. Charters 
Symonds performed an extensive operation for removal of 
the right breast, with an extensive area of skin and contents 
of the axilla. 

The X-rays were first applied June 24, 1902 ; the following 
condition was at that time present. A large adherent cica- 
trix extended across the right chest into the right axilla, and 
at its upper end there was a hard nodule of growth. Near 
the lower end of the cicatrix was a small weeping ulcer 
surrounded by an oedematous zone. There were three points 
tender to pressure on ribs one, two, and three. 

The patient was treated for twenty-two months with X rays, 
applied in the first instance to the right anterior wall of the 
thorax and supra-clavicular space, and later to other parts 
included in the extension of the disease. 

A twelve-inch coil, using a current of one and a half to two 
and a half amperes at eighty volts was employed to actuate 
a Cox record tube of four to five inches "hardness.^^ 

The exposure took place three times a week at a distance 
of eight to ten inches. If erythema lasted two days after an 
application, exposure of that part was discontinued^ Lead 
screens were used to cover up other parts of the body. There 
were in all 146 exposures. 

At first the patient noticed a burning sensation of the 
exposed skin, but soon the nodules gave her no discomfort. 
The nodules softened, the small ulcer healed. When the 
treatment was discontinued for two or three months the 
nodules increased in size, but on treatment disappeared to 
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such an extent that it was impossible to say from a clinical 
examination that the process was still active. 

In Augast, 1903^ there appeared^ near the angle of the 
right scapula, beneath the skin^ and adherent to the sur- 
rounding structures, a mass three to five inches across ; this 
also yielded to treatment, leaving a hide-bound condition 
behind, which extended over a considerable area. 

October, 1903, a nodule was detected in the supra- 
clavicular fossa, and the arm became swollen. At the end of 
the same month there was an extensive weeping dermatitis of 
the upper part of the chest, and a small, white, sloughy spot 
appeared in the cicatrix over the third rib. This extended 
till it formed an ulcer three by two inches ; it caused con- 
siderable local pain. The ulcer commenced to heal in six 
weeks^ time, and had contracted considerably the last time I 
saw her, April 11. From time to time the edges would break 
down and a flake exfoliated from the third rib. 

In the middle of December the arm became much more 
swollen, and the patient suffered from pressure neuralgia 
referred to the forearm and hand. 

In March of this year a mass appeared in the left breast 
and several nodules in the skin covering the left side of the 
thorax. Treatment was directed to these parts also. 

The patient suffered a great deal from the pressure 
neuralgia, which the rays seemed powerless to relieve. 
Ultimately this subsided to a great extent, and on April 11, 
when I saw her for the last time, she was fairly comfortable, 
although it was obvious that she had lost a great deal of 
ground in the last three months. I had examined her chest 
a few days previously, but could find no increase of dulness. 

Two days subsequent to this a severe pain in the left side 
seized her, with symptoms of lung involvement. She was 
out of doors in ten days, but was attacked again with great 
pain in the chest, and died suddenly April 26, having the 
previous day decided to come to London from Folkestone to 
resume treatment, so impressed was she with the relief 
obtained. 

Case 2. — Mrs. M , eet. 63. In 1892 Mr. Charters Symonds 
removed the left breast. The axilla and some recurrent 
nodules were later dissected out, and skin-grafting employed. 

On March 4, 1902, the day of the commencement of the 
X-ray treatment, there were six nodules of recurrent growth 
about an inch in diameter, adherent to the skin and 
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ribs. There was also an area of impaired resonance below 
the sixth rib. X-ray treatment was carried on for two months. 
The nodules had completely disappeared^ and the dulness 
very materially diminished. A rather extensive dermatitis 
followed, but cleared up at the end of a month. The patient 
died shortly afterwards of lung trouble. 

The points I should like to call attention to in these cases 
are — 

1. The invariable improvement in superficial recurrences 
and the healing of ulcers due to carcinoma. 

2. The extension of the disease to the neighbouring sub- 
cutaneous areas, and inhibition of the disease in the areas 
exposed to the rays. 

3. Liability of ulcers to break down from dermatitis and 
the great pain caused thereby. 

4. Great relief of pain, except when the nerve-trunks are 
attacked. 
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XXVII. — A case of Tuberculous Pyopneumothorax 
treated by Incision and Removal of Ribs. By David 
W. FiNLAY, M.D. Bead May 27th, 1904. 



A CASE with which I had to deal in May, 1894,* first 
suggested to me the necessity of reviewing from an 
independent standpoint the opinions then current regarding 
the treatment of purulent effusion occurring in cases of 
tuberculous pyopneumothorax. The circumstances of that 
case, and an appreciation of the general principle of giving 
pus free exit where possible, led me to the conclusion that 
such cases should, as a rule, be treated on the plan now 
practically always adopted in purulent pleural effusions of the 
more ordinary kind. 

The following case, although up to the present only 
partially successful, is offered as a small contribution to what 
is admittedly a difficult and important point in the thera- 
peutics of this very serious lesion. 

Charles K., aet. 17, by occupation a paper- worker, came 
under my care in the Aberdeen Eoyal Infirmary on June 27, 
1900. He is one of a family of eight, of which all the others 
are alive and healthy, with the exception of one brother who 
died at the age of ten, the cause of death being unknown. 
His mother died of consumption. His own health had been 
good up to the present illness. 

In the month of February preceding admission he began 
to suffer from cough, which had continued up to date, being 
occasionally accompanied by yellowish expectoration. Five 
weeks before admission he was attacked by sharp pain 
on the left side when he coughed, and also by shortness of 
breath, which has persisted. For the last few weeks he 
has been losing flesh, and has complained of sweating during 
sleep. 

On admission his pulse was 104; resp. 44; temp. 100°; 
weight 7 st. 12 lbs. His complexion was pallid, his muscles 

* Briefly recorded, along with others of pneumothorax, in the Scottish 
Medical and Surgical Journal, July, 1899, vol. v, p. 10. 
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flabby, and he had a short cough with scanty muco-purulent 
expectoration, and suffered from marked dyspnoea. He lay 
with most comfort on the left side. 

Respiratory system, — On inspection the intercostal spaces 
were less evident on the left front than on the right, and the 
movement on the left was much impaired. The semicircum- 
f erence of the chest at the nipple level was fifteen and a half 
inches on the right side, and sixteen inches on the left. 
Tactile fremitus was markedly diminished over the left front, 
and the percussion-note was over-resonant (obliterating the 
normal area of prsecordial dulness) except towards the apex 
where it was somewhat impaired. The bell sound was readily 
. elicited in the over-resonant area. 

On auscultation faint breath-sounds of tubular quality 
were audible over the greater part of the left front, being 
best heard just below the clavicle ; vocal resonance was also 
very feebly heard over the same area together with a few 
distant crackles and sibilant sounds. Over the right front 
tactile fremitus was well marked, especially at the apex, and 
here the percussion-note was distinctly impaired as far down 
as the lower border of the second rib. In the same area the 
breath-sounds were of bronchial quality, and the vocal 
resonance was increased. Numerous inspiratory crackles and 
a few sibilant sounds were also noted. 

The area of praecordial dulness extended from the lower 
border of the third rib at the right border of the sternum 
outwards to the point of maximum cardiac impulse which was 
situated in the fifth i^ight interspace near the parasternal line. 
Posteriorly tactile fremitus was abolished on the left side 
except in the supra-spinous region where also percussion 
resonance was impaired. From this downwards to a level 
about an inch below the inferior angle of the scapula the note 
was over-resonant, and below this impaired. The bell sound 
was well marked except at apex and extreme base, and the 
succussion sound was also present; breath-sounds were 
scarcely audible. On the right side tactile fremitus was well 
marked, percussion resonance impaired in the supra-spinous 
region, vocal resonance distinct, and the breath-sounds harsh 
and of bronchial quality ; numerous r&les were heard all over 
this back. 

With the exception of the cardiac displacement there was 
nothing worthy of note in the circulatory system. 

No abnormality was detected in the abdominal organs, 
excepting that the spleen could just be felt below the left 
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hypochondriac margin, and that the liver extended about a 
finger's breadth below the right. 

The urine was slightly turbid, acid, with a specific gravity 
of 1017, and was free from abnormal constituents. 

After a few days the catarrhal signs over the lower part 
of the right lung were found to be much diminished, and the 
cough had improved, but tubercle bacilli in abundance were 
found in the sputa ; the sweating increased, and he was losing 
weight. 

In about a week the heart's maximum impulse had become 
further displaced towards the right, and the semicircum- 
ference of the chest Had increased on the left side by half an 
inch. Notwithstanding, there was no change for the worse 
in the boy's general condition ; he took his food well, and was 
fairly comfortable. The fluid in the left pleura, however, was 
gradually increasing, and the bell sound disappeared. At the 
same time there was but little cough, a good appetite, scanty 
sputum, and no marked dyspnoea ; sweating also was no longer 
complained of. 

On September 6 he complained of some pain in the third 
right interspace, about the nipple line, where friction was 
perceptible, otherwise the physical signs on the right side 
remained as formerly noted. 

An exploration of the left pleural cavity made about this 
time revealed clear serous fluid containing only a very few 
pus cells ; and it was noted that the patient was feeling very 
well and sleeping well, with no cough to speak of, no pain, 
and no dyspnoea. Dulness over the left side, however, 
gradually extended, until about the end of November, when 
it was found to be present almost from apex to base. 

On a second exploration fluid was obtained, which on 
standing deposited a considerable layer of pus, and a few days 
later sixty-four ounces of similar fluid were withdrawn by 
paracentesis. The temperature was now rising, and there 
was some sweating at night, the cough also having become 
rather troublesome. 

A little later, the signs of active disease at the right apex 
having disappeared, it was decided to drain freely the pleural 
cavity, and to this end about three inches of the ninth and 
tenth ribs respectively, in the posterior axillary line, were 
removed, the pleura opened, and eighty-three ounces of pus, 
along with some thick curdy material, evacuated. The 
cavity was irrigated with a solution of boric acid, and a large 
drainage-tube inserted. The patient did not take the anees- 
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thetic well, or a more liberal removal of ribs might have been 
undertaken. 

The immediate effect was so far satisfactory, but although 
his general condition was fairly good there was for some time 
a daily discharge of pus amounting on the average to about 
four ounces, dimioishing later to about two ounces, and later 
still to somewhat less. During this time he retained a good 
appetite and slept well; temperature was but slightly raised, 
and there was little sweating. A note made on May 17, 1901, 
states that there is considerable retraction of the left side, the 
breathing over the right side is generally harsh, and at the 
apex of bronchial quality, but free from adventitious sounds 
even after coughing. The amount of discharge is estimated 
to be about an ounce and a half daily. Improvement, although 
slow, has been quite distinct, since the pleura was freely 
drained. 

On May 22 he was sent to the convalescent home on 
Deeside, where he remained for a month, after which he was 
readmitted to the hospital for further treatment. 

His temperature was now steadily normal, and he had gained 
three pounds in weight, but there was practically no diminution 
in the amount of the discharge, and the urine was found to 
contain a trace of albumen. He was now transferred to the 
balcony of the ward, practically in the open air, but protected 
overhead by the balcony of the floor above; and I may 
remark here that he remained in the open air day and night, 
with a few short intervals, during the remainder of his stay 
in the hospital, even in the midst of frost and snow. 

Here he felt very well, maintaining his weight and good 
appetite, free from cough and sweating, and with no pyrexial 
temperature ; but the physical condition had remained for a 
considerable time unchanged, and as the limit of improve- 
ment under present conditions appeared to have been reached 
it was arranged to have more of the chest- wall taken away ; 
and accordingly on September 7, 1901, portions of the fifth, 
sixth, seventh, and eighth ribs* were removed under the 
usual conditions. Again the patient did not take the anaes- 
thetic well, but he recovered satisfactorily when taken back 
to the ward. The process of healing went on normally, and 
after the lapse of a few days he was returned to the balcony. 

The discharge gradually diminished, amounting on the 
average to about a couple of drachms daily, and progress 

* The lengths removed were the following : — 5th rib 2\ in., 6th 3i in., 
7th 4| in., 8th 5* in. 
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seemed fairly satisfactory, although there was less shrinking 
of the side than might have been expected. There was no 
cough or sweating, and no rise of temperature. 

On November 21 his weight was 7 st. 8i lbs.; a month 
later it was 7 st. 12 lbs., and the amount of discharge was 
very trifling. 

His general condition continued to improve, so that in the 
following March (1902) his weight was 8 st. SJ lbs., but the 
discharge of pus still continued, although never more than a 
drachm or two, and it was found to contain numerous tubercle 
bacilli. 

A cyrtometric measurement taken on April 8, 1902, showed 
the transverse diameter of the left side to be five inches, and of 
the right six and one eighth inches. (On June 27 the measure- 
ments were, left four and one eighth inches, right six and a 
quarter inches.) 

Towards the end of May he was sent again to the conval- 
escent home in the hope that the discharge might cease and 
the wound close. After a stay of four months, however, this 
hope was not realised and he returned to the hospital, as I 
had determined on removal of more of the chest-wall. The 
daily discharge of pus now averaged about a drachm and a 
half ; his weight was 8 st. 5^ lbs, the highest noted. 

On November 8 portions of four ribs were removed. He stood 
this operation and took the anaBsthetic well, although he had 
some sickness and vomiting afterwards. Subsequently his 
temperature became febrile, but he felt very comfortable, 
and made a good recovery from the operation. A week later 
he was again put out into the open balcony, and remained 
there during the further progress of the case, with the ex- 
ception of a few days when he suffered from a bronchial 
catarrh, accompanied by a return of the crepitant sounds at 
his right apex. Examination of the sputa for tubercle bacilli 
gave a negative result ; the cavity appeared to be gradually 
diminishing in extent, and the external wound was healing 
satisfactorily. About the same time, however, albumen was 
found in the urine to the extent of 0*2 per cent. 

During a period of about two months succeeding the last 
operation he lost nearly two stones in weight ; but the 
crepitant sounds at the right apex soon disappeared; the 
temperature returned to a normal range, cough and sputa 
were trifling in amount, and the discharge from the pleural 
cavity did not much exceed a drachm on the daily average, 
no tubercle bacilli being found in it. The urine also showed 
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merely a trace of albumen. His weight in three weeks 
increased by nine pounds, and he continued to gain steadily 
in this particular, till by the end of the year he was found to 
weigh 7 st. 7 lbs. He was sent out daily when the weather 
allowed to take exercise in the hospital grounds. 

In June of last year he was discharged, and sent again to 
the convalescent home with instructions to report himself at 
the hospital for examination at intervals of a month or thereby. 
The capacity of the cavity within the chest had been estimated 
from time to time by the amount of liquid which it would con- 
tain. At this time it held about one and a half ounces. His 
general health was excellent; weak breath-sounds were 
audible as far down as the level of the nipple on the left side, 
back and front ; no adventitious sounds being heard anywhere. 
The edge of the liver was felt about half an inch below the 
costal margin in the right nipple line, and the spleen could 
be felt about an inch below the costal margin in the left 
nipple line. 

He appeared for examination on July 18, 1903, when 
the only thing of importance noted was that his weight had 
increased by three and a half pounds. 

On September 2 he came again reporting that he had 
been engaged for six weeks in herding cows in the neighbour- 
hood of one of the villages on Deeside. His weight was then 
8 st. 3 lbs., a gain of 3 lbs. since last visit. The discharge of 
pus was little more than a drachm. Albumen was still present 
in the urine. 

Further opportunities of examination were afEorded on 
January 25, February 8, and April 4 of this year. On the 
first of these occasions his weight was found to have gone 
up by two pounds, and on the second by three and a half 
pounds additional. There was very little pus on the dressings 
(from 5] to 5ij daily) ; he had no cough ; very little shortness 
of breath was complained of, and on the last occasion he 
reported that he had been able to do a little gardening in the 
country where he had formerly tended the cows. No increase 
had taken place in the size of liver or spleen. 

On the 7th of the present month (May) I overhauled him 
for the last time before finishing this report and found his 
condition as follows: — Pulse 64, of fair strength; resp. 18; 
temp. 97*8° F. Weight 8 st. 8i lbs; appetite good; no 
cough; no sweating; colour excellent. A small quantity of 
pus on the dressings (applied twenty-seven hours previously) 
coming from a very small wound, which had to be dilated 
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with a soft bougie (No. 8) before the cavity could be tested as 
to its capacity. It and the sinus held about one and a half 
ounces of fluid. 

Left side of chest is much retracted especially towards the 
front; the transverse diameter of left side at nipple level is four 
and one sixteenth inches, that of right six and a quarter inches. 
Percussion resonance is impaired all over front and back of 
left side, except in the axillary region above the opening, and 
faint breath-sounds of bronchial quality are audible, accom- 
panied above the nipple level in front by a few scattered 
creaking sounds on deep inspiration. The right side moves 
very freely, and is rather over-resonant generally, with normal 
breath-sounds, except at the apex, where they are slightly 
bronchial ; no adventitious sounds are present on this side, 
even after cough. 

The hearths apex is not palpable, but the first sound is best 
heard in the fourth interspace between the left border of the 
sternum and the parasternal line. 

The edge of the liver is found about a finger^s breadth 
below the right costal margin in the nipple line, and the spleen 
is just palpable on pressing the tips of the fingers up behind 
the left hypochondriac border. 

The urine has a specific gravity of 1014 and contains about 
0'34 per cent, of albumen. 

The patient has been continuing his occupation of gar- 
dening, to which he again returns with instructions to have 
the bougie passed through the sinus daily in order to keep 
the opening patent. 

I may add that the medicinal and dietetic treatment con- 
sisted chiefly in the use of creasote in thirty minim doses with 
cod liver oil, together with plenty of milk, butter, and fat 
bacon. 

I do not, of course, put this forward as an entirely satis- 
factory case, but I think it will bear comparison with any 
conceivable result which could have been looked for under 
any other method of treatment. Although the cavity has not 
closed, and does not appear likely to do so unless still further 
operation is resorted to, the patient is now feeling well, and 
is not living the life of an invalid, having strength and com- 
fort for engaging in useful occupation. So far as the end 
aimed at has not been attained, I think that this is probably 
due to the fact that the removal of fluid and ribs seemed 
always to lag behind the necessities of the case. The reason 
for this on the first and second occasions of rib removal was 
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that the patient took the anaesthetic badly, and it was con- 
sidered risky to prolong the operation ; and the delay in having 
recourse to operation at an earlier period in the first instance 
was due to the fact that I was rightly, or wrongly, held back 
by the obvious tubercular disease at the upper part of the 
lung of the opposite side. When the mischief there died out 
I considered the way clear to dealing radically with the pyo- 
pneumothorax, but the result of waiting was a condition of 
lung which could not expand, and thickening of pleura which 
prevented the necessary amount of shrinking of the chest 
wall to close the pus-secreting cavity. 

I think there has been a growing tendency of late towards 
the view which I have endeavoured to illustrate by the fore- 
going case, but some recent writers dealing with the subject 
do not discuss the removal of the pus at all, and others pass 
it over with the briefest reference to paracentesis. In at 
least one noteworthy instance a decided opinion is expressed 
against radical measures. Fowler and Godlee ^ maintain the 
view that except where the amount of fluid is large, and for 
the relief of the dyspnoea, it is better to leave the effusion 
alone. "The extraction of the air, or the fluid, or both,^^ 
they say, " is followed by very temporary relief, and a free 
incision is almost certain to be followed by disastrous results. 
This conclusion is arrived at as the result of sufficient personal 
experience. After an incision the patient is for a time improved, 
but the lung shows no tendency to expand, and before long, 
in spite of great precautions, it usually happens that septic 
changes occur. It has seemed as if the tubercular processes 
were stimulated to increased action as the result of the opera- 
tion, and before very long the patients have fallen victims to 
the combined effects of tuberculosis and sepsis.^^ This is a 
very weighty opinion, and the material upon which it has 
been formed has been, no doubt, much greater than any that 
has been at my command, but I may mention that the view 
which I have put forward has not been based upon the present 
case alone. Of two other cases treated by free incision and 
drainage, one, a young man twenty-one years of age, appeared 
to derive considerable benefit (being, however, only three 
months under observation) ; the other, a man aged thirty, was 
so far improved that he was able to return to his occupation 
as a canvasser for an insurance society. He died two and a 
half years after the evacuation of the pus, but he would pro- 

* The Diseases of the Lungs, 1898, p. 643. 
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bably have enjoyed a further considerable prolongation of life 
if he had not fallen into habits of intemperance. 

It seems reasonable, at all events, that the whole subject 
should be reconsidered apart from the influence of old estab- 
lished usage and predilection, especially in view of the recent 
advance in the treatment of tuberculous affections generally. 
If the outlook in cases of pulmonary tuberculosis is now more 
hopeful than it was a few years ago, there ought to be a 
corresponding encouragement attending the treatment of its 
complications. 
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XXVIII. — Two cases of Tumour of the Left Auricle of the 
Searty simulating Mitral Stenosis. By Dr. H. T. 
Thompson and Dr. C. U. Aitchison (introduced by 
Dr. Percy Kidd). Bead May 27th, 1904 

THE comparative rarity of tumours of the heart together 
with the remarkable resemblance of the clinical features 
to those of mitral stenosis have induced us to place these two 
cases on record. 

Case 1. — Annie H., aet. 15, was admitted into the London 
Hospital on June 11, 1902, under the care of Dr. Percy Kidd, 
complaining of pain in the chest and shortness of breath. 
She had had good health until about twelve months before 
admission when she began to have pains in the chest. The 
shortness of breath had troubled her for about nine months. 
For the last five months she had had occasional vomiting, and 
this continued to be a marked feature all through the course 
of her illness. Three weeks ago she noticed that her legs and 
abdomen began to swell, and she was brought up to the out- 
patients, where she had been attending since May 28. 

She had never had rheumatic fever, chorea, or pains in 
the joints, but was stated to have had sore throats occasion- 
ally. The only other illness from which she had suffered was 
a slight attack of erysipelas when three years old. 

Her parents were healthy, and she had seven brothers and 
sisters alive and well. There was no family history of rheu- 
matism or heart trouble. 

The patient was a fairly well-developed child, with a pale 
face showing a well-marked flush over the malar bones, and 
reddish-blue congestion of the tip of the nose. The lips were 
blue, and the conjunctivae slightly oedematous. The legs and 
feet were considerably swollen, but there was no oedema of 
the eyelids, and no free fluid in the abdomen. 

She had considerable dyspnoea, especially on exertion, and 
had once fainted after running a few yards. 

On examination of the heart the apex-beat was found in 
the sixth space four and one quarter inches from the mid- 
sternal line. Pulsation was felt in the epigastrium and over 
the right border of the sternum. Over the apex of the heart 
a short thrill presystolic in time was distinctly felt. 
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The area of cardiac dulness extended above to the third 
intercostal space, on the right to the right border of the 
sternum, and on the left to four and one quarter inches from 
the mid-sternal line. 

On auscultation over the apex a short presystolic murmur 
was heard leading up to a short sharp first sound. This was 
followed by a systolic murmur almost musical in character, 
which was conducted out into the right axilla, and was heard 
behind at the angle of the scapula. A reduplicated second 
sound followed this murmur. The pulmonary second sound 
was accentuated, and the heart-sounds were normal at the 
aortic area. 

The pulse was 100 to the minute, regular, and of small 
volume and low tension. 

The respirations were quiet and 29 to the minute. The 
lungs were clear. 

The liver was distinctly palpable two fingers' breadth 
below the right costal margin. The enlargement was regular, 
the surface appeared smooth, and it was somewhat tender on 
palpation. 

The spleen was not felt. About thirty ounces of urine 
were passed in the twenty-four hours. The urine was acid, 
of sp. gr. 1020, amber in colour, and contained one eighth of 
albumen, but no other abnormal constituents. No casts were 
found. 

The tongue was clean and moist, but the appetite was 
small, and the patient occasionally vomited the small amount 
of food she did take. 

The case was considered to be one of mitral stenosis with 
slight failure of compensation, and was treated accordingly. 

She was kept in bed on a light but nutritious diet, and a 
mixture containing bismuth and strychnine was ordered. 

The pain in the chest continued, and she vomited at 
intervals during the day. Fluid began to collect in the 
abdominal cavity, and on July 12 130 ounces were drawn ofE 
by trocar and cannula. 

On July 14 the patient had a smart attack of haomoptysis, 
and continued to cough up small quantities of blood for some 
days. 

On August 10 the right arm suddenly became very swollen 
and painful. The swelling extended from the fingers upwards 
to the shoulder. In the axilla and on the inner side of the 
arm hard circumscribed masses were felt along the course of 
the great veins. The external jugular vein also contained a 
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hard tender mass, and both it and the right subclavian veins 
seemed to be thrombosed. The arm was kept at rest, and 
glycerin of belladonna applied, and the thrombosis cleared up 
in about four weeks. Fluid again collected in the abdomen, 
and on September 5 240 ounces were removed. The liver 
was tender and easily felt by dipping. The auscultatory 
signs remained the same, with the exception that at times a 
triple rhythm was heard over the sternum. Both presystolic 
thrill and murmur were marked. During this period the pill 
of digitalis, squills, and mercury was given. 

The urine still contained the same quantity of albumen, 
and some twenty to thirty ounces were passed daily. A small 
deposit was found to consist of epithelial cells and mucus 
only. 

The oedema persisted, and on September 5 240 ounces 
were removed from the abdominal cavity, and on September 
21 207 ounces were drawn ofE from the legs by means of 
Southey^s tubes. 

On September 14 the patient^s condition was as follows: — 
The thrombosis of right arm had quite disappeared, but there 
was still much general oedema. 

The hearths apex-beat was in the sixth space, five and a 
half inches from the mid-sternal line, being one and a quarter 
inches further out than it was on patient^s admission. The 
area of cardiac dulness extended upwards to the third rib 
and reached well over to the right border of the sternum. 
At the apex a presystolic murmur, a short sharp first sound, a 
systolic murmur, and a reduplicated second sound were heard. 
The second sound was accentuated at the pulmonary area. 
There was some dulness and a few crepitations at the base of 
the right lung. 

On September 27 the presystolic murmur and thrill ceased 
to appear and were never heard again up to the time of the 
patient^s death on March 18, 1903, nine months after admis- 
sion. 

There was still a good deal of oedema, and the liver was 
now felt nearly down to the umbilicus. The right side of the 
heart was dilating as shown by palpation and percussion, and 
the urine was passed in smaller amount. 

On October 23 the patient began to lose her appetite, and 
was sick after food, and on the following day her temperature 
suddenly rose to 102° P. Her tongue was dry and coated 
with brown fur, and she vomited four times during the day. 
The right leg was oedematous and very tender. The dorsum 
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of the right foot was red, hot, and tender, and black blebs 
formed upon its surface. Dry dressings were applied. She 
was seen by Mr. Barnard, who diagnosed thrombosis of the 
dorsalis pedis artery, and advised no interference as the 
circulation in the legs seemed to be gradually improving 
The temperature remained high for about seven days, and 
then became normal. A large ulcer formed on the dorsum 
of the right foot where the black blebs had broken down. 
The general condition remained the same, and on November 
14 the ulcer on the right foot showed signs of healing at the 
edges. 

On the 21st of November the following note was made of 
her condition : — Pulse 104, fair stroke, low tension. Venous 
pulsation in neck, but veins small and not dilated. There 
was visible and palpable pulsation all over precordial area. 

The area of cardiac dulness extended above to the third 
rib, to the right to quite one inch beyond the right sternal 
margin, and to the left as far as the position of the apex-beat, 
which was situated in the sixth space, four and three quarter 
inches from the middle line. A systolic thrill was felt over 
the ventricles. 

At the apex a loud first sound was heard followed by a 
systolic murmur, almost musical in character, conducted out- 
wards, but not heard far round in the left axilla. The second 
sound was accentuated in the pulmonary area, while the 
heart-sounds were heard clearly at both tricuspid and aortic 
areas. The lungs were clear, the liver enlarged down to the 
umbilicus, but not very tender. The patient's general con- 
dition had much improved, and there was no ascites. The 
ulcers on the dorsum of the right foot were healing slowly. 

On December 4 she got up in a chair in the evening. She 
had no pain and no dyspnoea, and seemed much brighter. 
All through December her general condition remained good, 
and the temperature remained quite normal. 

On December 29 her pulse was 108, regular, small, but 
strong impulse and low tension. There was no dyspnoea and 
no pain. The heart's apex-beat had come in towards the 
nipple line, and was now in the sixth space, and only three 
and a quarter inches from the middle line of the body. The 
area of cardiac dulness reached above to the third rib to the 
right to half an inch outside the right border of the sternum, 
and to the left to three and a quarter inches from the middle 
line. 

On auscultation over the apex the first sound was absent, 
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but a loud and musical systolic murmur was heard followed 
by a faint second sound. As one passed into the axilla the 
murmur became much quieter and lost its musical character. 
In the third and fourth spaces to the left of the sternum and 
over the pulmonary area a first sound, a systolic murmur, and 
a loud second sound were heard. In the aortic area both 
sounds were heard clearly, while in the tricuspid area the 
first sound was followed by a systolic murmur and a faint 
second sound. 

The liver was enlarged down to the umbilicus, and was 
not very tender. There was no oedema anywhere, and the 
sore on the right foot had nearly healed. 

On January 2 the patient suddenly became much worse ; 
her temperature rose to 101*5° F., and she became very blue 
and restless. Her breath became very short, and she vomited 
frequently clear fluid and food debris. She was given -^j^ 
grain of strychnine and grain 1 of cafEeine four-hourly, but 
continued to be very cyanosed and short of breath. The 
temperature continued to be irregular until January 8, when 
she was again very sick, and her face became swollen and 
puffy. She passed twenty-four ounces of urine of sp. gr. 
1034, smoky in appearance, acid, and nearly solid with 
albumen. There was a diffuse cloudy deposit consisting of 
epithelial cells, leucocytes, red blood discs, and many epithelial 
and granular casts. On the following day the face was still 
puffy, the cheeks cyanotic, and oedema of the conjunctivae 
was noted. She was drowsy, and complained of pain in the 
right loin and of headache. She felt sick and vomited several 
times, and her temperature was 102° F. A diagnosis of sub- 
acute nephritis was made. 

The heart failure became more pronounced. The pulse 
was feeble and threadlike, the stroke small, and the tension 
low. It was very irregular both in rhythm and force. The 
heart, as felt over the apex, was beating 150 times a minute, 
but less than one third of the beats could be felt in the radial 
pulse. Epigastric pulsation was marked, but the veins of the 
neck were not distended. The apex beat was in the sixth 
space and four and a quarter inches from the middle line. 
The area of cardiac dulness remained as before, and there 
were no signs of pericardial effusion. Over the apex a gallop 
rhythm was heard, the heart beating rapidly and irregularly. 
The second sound at the pulmonary area was accentuated. 
The veins over the abdomen were dilated, but no signs of 
fluid in the abdomen were detected. The edge of the liver 
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had receded to two and a half inches below the costal margin, 
and it was not tender on palpation. The spleen was not felt. 
There was slight oedema of the legs. 

On January 10 she passed thirteen ounces of urine; acid; 
sp. gr. 1030 ; solid, with albumen on boiling; and the deposit 
contained many casts and red blood cells. The compound 
digitalis pill was omitted; stimulants and hot packs were 
ordered, and the patient^s condition improved. 

She remained in much the same state with the exception 
that fluid again began to collect in the abdomen, which was 
tapped three times during February, 1903. She only passed 
about eight ounces of urine daily, and this contained a large 
amount of albumen with many casts, both granular, fatty, 
and epithelial. 

She died on March 20, 1903, an attack of diarrhoea with 
blood-stained evacuations supervening just before the end. 

Briefly, the case seemed clinically to be one of mitral 
stenosis with failing compensation. It was complicated by 
an attack of thrombosis in the left subclavian vein, and later 
on by a similar process in the right dorsalis pedis artery, 
which led to superficial gangrene on the dorsum of the right 
foot. A good recovery was made from both these conditions, 
and she improved very considerably under treatment. An 
attack of nephritis, however, supervened, from which she 
never rallied. 

At the post-mortem examination there was an excess of 
fluid in both right and left pleural cavities, with some adhe- 
sions on each side. 

The pericardium contained about six ounces of fluid, its 
surface was quite smooth, and there were no adhesions. 

The heart weighed ten ounces. The left ventricle was 
dilated, and its walls were somewhat thinner than normal. 
The right ventricle was dilated and hypertrophied. Both 
auricles were dilated. The left auricle was very dilated and 
its wall very thin. The endothelium lining it was opaque 
and very much thickened. 

Springing from the auricular septum, and projecting into 
the left auricle, was a large, irregular, pendulous mass the 
size of a hen^s egg, which, by means of a pedicle, passed 
through the mitral valve and hung freely in the left ventricle. 
Its outer surface was irregularly lobulated and glistening. 
On section it was firm, and its surface was coarsely granular, 
and showed evidence of longitudinal striation with some 
intervening red streaks. The most external parts were of a 
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translucent red colour. The tumour measured 2J inches by 
1^ inches, and its attachment to the auricular septum was 
three quarters of an inch above the free edge of the mitral 
valve. The mitral valve was very little altered in structure ; 
the curtains were very slightly thickened, and the chorda9 
tendineae showed some slight shortening. The apices of the 
musculi papillares were obtuse. The tumour had no con- 
nection with the valve, and hung quite freely between the 
two curtains. The aortic and pulmonary valves were normal. 

The peritoneal cavity contained much clear yellow fluid. 
The spleen was four ounces in weight, was firm, and some- 
what pale. The kidneys each weighed six ounces. The 
capsule stripped easily, and left a pale, soft surface, upon 
which were the scars of several contracted infarcts. On 
section the surface was mottled. The cortex was increased 
in proportion to the medulla, and was swollen above its 
surface. The line of demarcation between cortex and 
medulla was very indistinct. 

The liver weighed three pounds. The surface was irre- 
gularly scarred, especially the under surface. It was stated 
to have the appearance of an early atrophic cirrhosis, except 
that there was evidence of congestion and the capsule was 
not very much thickened. On section the liver substance 
projected prominently between fibrous strands, and such 
parts were soft and fatty, although the organ as a whole was 
firmer than normal. 

The pancreas was covered with numerous patches of fat 
necrosis on its outer surface, and the gland substance was 
fibrosed throughout. 

For the microscopical examination and report we are 
indebted to Dr. R. N. Salamon, director of the Pathological 
Department. 

The tumour of the heart was examined microscopically, 
portions being removed at the base from the centre and from 
the most dependent part of the polyp. 

At its attachment a large growth of connective tissue with 
well-formed nuclei was seen; this connective tissue was 
continuous with that of the auricular septum. 

Calcareous deposits were found in this connective tissue 
near the base of the tumour. On making sections nearer the 
centre of the polyp it was found to consist of a low type of 
myxomatous connective tissue. In this were abundant blood 
vessels, which possessed a distinct endothelium, and on the 
outer side of which was some condensation of the connective 
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tissue. In the walls of some of the blood vessels a trace of 
elastic tissue could be made out. 

Evidence of numerous haemorrhages was present, and a 
considerable amount of blood pigment was met with. This 
was lying free in the fibrin and connective tissue, but was 
also contained in the mulinuclear leucocytes, of which large 
numbers were present. There were a few uninuclear cells 
and some large pigment containing giant cells. On staining 
sections with Weigert's fibrin stain no evidence of recent 
fibrin was discovered. 

The polyp, then, is of simple structure from its attach- 
ment downwards. At its pedicle connective tissue with well- 
formed blood-vessels is easily recognisable, while below its 
structure is of a soft myxomatous nature with delicately- 
walled blood-vessels — a structure which might well be derived 
from a connective tissue metaplasia of fibrin. 

It is possible that the growth started as a small true 
fibrous polyp of the septum, and increased in size by accre- 
tions of fibrin. 

The liver showed a round-celled infiltration beneath the 
capsule, which was distinctly thickened. The connective 
tissue in Glisson's capsule was increased, but there was very 
little evidence of the formation of fibrous tissue between the 
liver cells. There was fatty degeneration of the cells both at 
the centre and at the periphery of the lobules. 

The kidneys showed changes both in the cells and in the 
supporting tissues. The capsules of the glomeruli were 
swollen with albuminous exudate, contained a few red cells, 
and leucocytes imbedded in it. The vessels of the glomerular 
tuft were distended with blood. In the convoluted tubules 
the cells were swollen, the nuclei stained faintly, and the 
protoplasm had a granular appearance. The lumen was in 
many cases obliterated by cellular debris ; fatty degeneration 
was seen in the portions of the cells adjacent to the basement 
membrane. In the collecting tubules hyaline blood and 
epithelial casts were seen. Between the tubules lay a fibro- 
cellular exudate rich in nuclei. There was no evidence of 
arterial disease. 

Case 2. — ^The patient, a woman eet. 51, was admitted into 
the London Hospital, under the care of Dr. Warner, on the 
night of the 12th February, 1904, with signs of severe cardiac 
failure. She gave the following history : 

About five years ago she began to suffer from general 
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weakness, and to get short of breath on the least exertion* 
If she stooped down her heart would beat violently, and she 
would experience a choking sensation in the throat. There 
was no pain. 

These symptoms continued for about two years. She then 
had an attack of what she described as ^^ congestion of the 
lungs and pleurisy ,'' for which she was confined to bed for 
eight weeks. After this she was apparently free from sym- 
ptoms for about a year, until she went to live in a house 
where she had to go up three flights of stairs. The same 
dyspnoea from which she had previously suffered then returned 
and gradually increased. 

About last August she began to lose flesh, to have oedema 
of the legs, and to experience such distress on the slightest 
exertion that she was unable even to walk about the house, 
and had to take to her bed. 

Until the onset of this illness five years ago she had 
always enjoyed good health. She had had scarlet fever at 
the age of sixteen, but never rheumatic fever or chorea, and 
no other illnesses. Occasionally during the last few years 
she had suffered from muscular rheumatism. 

Her youngest daughter suffers from ^^ rheumatism,^^ and 
her eldest sister from '^ heart disease." 

On examination the patient was sitting propped up in bed, 
and had considerable dyspnoea, some cyanosis, and much 
wasting. A band of herpes extended round the left side of 
the chest at the level of the nipple. The abdomen was 
prominent and the superficial veins dilated. 

The hearths apex beat was extremely irregular and diffused 
over a large area, the outermost point of which was situated 
in the fifth space three fingers^ breadth outside the nipple 
line. A distinct presystolic thrill could be felt. The area of 
cardiac dulness extended one finger's breadth to the right of 
the sternum, upwards to the lower border of the third rib, 
and outwards to the apex beat. The pulsation of the right 
ventricle could be distinctly felt in the epigastrium. 

There were signs of the presence of a considerable quantity 
of fluid in the abdomen, the upper part of which was dis- 
tinctly tender, but the edge of the liver could not be felt 
until after the abdomen had been tapped, when it was found 
to be almost a hand^s breadth below the costal margin. 

On auscultation at the apex there was a definite presystolic 
murmur leading up to a short, sharp first sound. This was 
followed by a blowing systolic murmur, which was well con- 
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ducted round to the back. There was no second sound. At 
the pulmonary area both sounds were heard. The second 
sound was not noticeably accentuated. At the aortic area 
both sounds were normal, and there were no murmurs. The 
pulse was small, feeble, and very irregular, but not very 
rapid, being on the average about 96 beats per minute. The 
respirations were 32 per minute. 

The urine was scanty, concentrated, and contained about 
one quarter of albumen, and a heavy deposit of urates. 

The patient remained in the same condition for six days, 
and then began to show slight improvement, the quantity of 
urine rising from nine to twenty ounces. 

On the afternoon of the seventh day, however, she became 
suddenly unconscious. A nurse who was standing at the 
next bed at the time states that the attack came on quite 
suddenly ; it was preceded by a groan and followed by slight 
twitching of the fingers of the right hand. The left eye was 
closed ; the right partly open. 

On examination the patient was found to be suffering from 
right-sided hemiplegia. 

Throughout the next day the patient remained in this 
condition, having complete incontinence, and never regaining 
consciousness. 

At about midday on the 21st the breathing suddenly 
became slow and irregular, and finally stopped. 

At the post-mortem examination all the organs showed the 
usual back-pressure appearances. The heart was found to be 
greatly enlarged, weighing eleven and a half ounces. The left 
ventricle was hypertrophied and dilated, the right ventricle 
was also dilated, but did not show very marked hypertrophy. 
Both auricles were much dilated. The mitral and tricuspid 
valves each admitted three gloved fingers. The pulmonary 
and aortic valves were competent to the water test. In 
appearance all the valves were healthy. 

On opening the heart a soft mass of greenish-brown 
gelatinous material (suggesting old clot) fell out of the left 
auricle. It was more or less spherical in shape and measured 
about two and a half inches in its longest diameter. It had 
apparently been broken off from its base during the insertion 
of the fingers into the auricle to measure the size of the 
mitral valve, for on one aspect of the mass was a freshly-torn 
surface measuring about one and a half inches in diameter, 
whilst on the wall of the left auricle a corresponding area 
presented the adherent remains of similar material over the 
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edges of which was reflected a membrane^ which to the naked 
eye resembled in all respects the thickened endocardium. 
This area was situated on the inter-auricular septum^ the 
fossa ovalis forming a large part of its base. 

The following is the report on sections cut through the 
base and wall of the tumour (by Dr. R. N. Salaman) : — 
" The covering membrane is composed of flattened out non- 
cellular fibrous tissue, possibly derived from fibrin. There is 
no elastic tissue in it at all. On the other hand the elastic 
tissue of the endothelium of the auricular wall passes straight 
on beneath the tumour mass and across to the other side, 
thus forming a more or less definite base to the growth. 
Prom this elastic lamina there spring numerous elastic 
threads which permeate a short distance into the tumour, 
whilst between the elastic membrane and the muscle tissue 
of the auricular wall there is a new formation of fibrous 
tissue, and some branches of the coronary artery which show 
a well-marked endo- and peri-arteritis. The tumour itself at 
its base is composed of fibrous tissue and very thick strands 
of unstriated muscle-tissue which lie round about small 
vessels. The remainder of the tumour is made up of true 
myxomatous tissue in which there run vessels (though scanty), 
which possess a definite endothelium, and a very thick but 
irregular coat of unstriated muscle. In the myxomatous 
tissue there is much pigment — probably derived from old 
haemorrhages. These are embedded in the tumour cells of 
two types: — (1) a few coarsely granular eosinophil cells: 
(2) a large number of mast cells. 

The tumour appears to be a myxomatous polyp springing 
from the region of the fossa ovalis.^^ 

There are several very carefully recorded cases of primary 
tumours of the left auricle. 

Caron, Bull. 8oc. Anat. de Paris, 1854, vol. xxix, p. 77 — 
100, gives a detailed account of a case of a polypoid tumour 
of the left auricle, which hung down into the left auriculo- 
ventricular orifice and distended it. It occurred in a woman 
of thirty-six. There was no history of rheumatism, and no 
family history of rheumatism or heart disease. She presented 
the picture of cardiac failure, malar flush and livid lips, 
dyspnoea, palpitation, and dropsy. There was a systolic 
mitral murmur and an accentuated pulmonary second sound. 
The neck veins were not dilated. She suffered from haemo- 
ptysis and eventually died of cardiac failure. At the post- 
mortem a pedunculated tumour fibrous in nature was hanging 
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from the lef fc side of the auricular septum into the left ventricle 
through the mitral curtains. 

That the heart is, as a rule, very tolerant of these tumours 
is evidenced by the following reported cases : 

Letulle, Bull. 8oc. Anat, de Paris. 1895, vol. Ixx, p. 471, 
relates the result of a post-mortem on a woman of seventy-two 
who died of phthisis and amyloid disease of the viscera. In 
the left auricle was a fibrous pedunculated tumour in the sub- 
stance of which were many calcareous patches. Microscopic- 
ally it was a fibroma. 

Hartill, Brit. Med. Journal, 1886, vol. 1, p. 73, relates a 
post-mortem examination upon a farmer who had always en- 
joyed good health and dropped dead suddenly by his plough. 
In the left auricle was a fibrous tumour weighing 9i ounces, 
and about the size of a pullet^s egg. No other cause of death 
was found. 

labobsthal, Archiv fiir Path. Anat., Berlin, 1900, vol. cix, 
p. 351 — 361, gives a plate of a fibro-myxoma of the left auricle 
hanging down into the left ventricle. The microscopical 
findings are almost exactly similar to those of the first of our 
cases. 

The symptomatology of intra-cardiac tumours is discussed 
by Pavlowsky, Berlin Klin. Wochensch., 1895, vol. xxxii, p. 
393-413. 

The cases presented the features of cardiac failure together 
with the signs of embolism, fibroma, myxoma, sarcoma, and 
lipoma are all described. 

A. Robin, Archiv. de Med. Ejrperiment de Anat. Path., 
1893, p. 802—806, relates a case of myxoma of the left auricle 
with embolism of the left middle cerebral artery. 

A most comprehensive account of these tumours and the 
possibility of their clinical differentiation from old valvulitis 
is given by Dr. Lion Berthenson, Archiv. dc. Med. Experiment 
and de Anat. Path., Paris, 1893, p. 386 — 403. He relates the 
case of a woman, fifty-five years old, who had been troubled 
with cardiac symptoms for three years only. Her face was 
pale with a malar flush. There was cedema and dyspnoea, 
and a systolic murmur was heard at the hearths apex. As 
there was some compression of the left lung, difl^culty in 
deglutition and increase of the area of cardiac dulness, aortic 
aneurysm was diagnosed. Embolism of right middle cerebral 
artery occurred. 

At the autopsy a myxoma was found hanging from the 
auricular septum between the curtains of the mitral valves, 
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Dr. Berthenson regards the following points as suggestive 
of intra-cardiac tumours : 

1. Absence of rheumatic history. 

2. Signs of cardiac failure together with embolism due to 
fragments of the tumour breaking away. 

In twenty-eight cases which he analysed the intra-cardiac 
tumour occurred seven times in the right auricle, three times 
in right ventricle, seven times in left auricle, five in the left 
ventricle, and six times in the wall of the heart. Sarcoma 
occurred nine times, myxoma seven times, fibroma six times, 
and lipoma twice. 

I have been unable to find a case in which a definite 
presystolic murmur was heard, the cases having come under 
observation at a late stage. A mitral systolic murmur was 
frequently noted. 

The only case of an obstruction murmur is that famous 
case of Sir W. T. Gairdner, Edin. Eosp. Report, 1893, 221— 
234. Here an obstruction to the tricuspid orifice was dia- 
gnosed ten years before death. The man complained of a 
venous wave in his neck, and went to Mr. Syme thinking that 
something surgical could be done. Sir William Grairdner 
found a well-compensated heart with an auricular systolic 
murmur best heard over the tricuspid orifice. 

At the autopsy ten years later a fibroma of right auricle 
was found, which hung by a stalk between the tricuspid 
curtains. 

In our two cases there co-existed well-marked signs of 
obstruction to the passage of blood through the mitral valve 
together with embolism in the one case of the dorsalis pedis 
artery, and in the other of the left side of the brain. 

In the first case a well-marked presystolic murmur was 
heard in the earlier stages, but when the hearths failure 
became pronounced it disappeared and gave place to a 
systolic apical murmur. 

In the second case a presystolic murmur was present till 
the end. 
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PLATE X. 

Illustrating Dr. H. J. Thompson and Dr .C. U. Aitchison's Cases of Tumour 
of the Left Auricle of the Heart simulating Mitral Stenosis. 
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XXIX. — Femoral Aneurysm in Hunter^ s Canal ; Liga- 
ture of the Superficial^ Femoral^ and Popliteal 
Arteries; Cure of the Aneurysm ; Death from Cardiac 
Disease ten weeks later. By Henry Bbtham 
Robinson, M.S. Lend. Bead May 27thf 1904. 

FEMORAL aneurysms, or those occurring from that part of 
the vessel supported by muscles, are rare, and particu- 
larly so those strictly limited to Hunter^s canal. They have 
been recorded involving both this part of the vessel with the 
popliteal in addition, the popliteo-femoral variety. In this 
case it was proved, as will be shown later, that the aneurysm 
was not of this type. 

Lisfranc, in a table comprising 179 cases excluding the 
aorta, gives eighteen from the femoral artery, not including 
those in the groin, but he does not state the exact point of 
origin nor whether the popliteal was also involved. 

Henry S., aet. 48, was admitted under my care into St. 
Thomases Hospital, on August 19th, 1901. 

His father died of a burst blood-vessel. He himself had 
always been a healthy man, without any history of syphilis, 
but owned to indiscretions with alcohol during the last four 
years. 

Fourteen weeks before admission he had a bad attack of 
pneumonia. Four weeks before he began to have very great 
pain in his right thigh, lasting for hours at a time, for which 
various remedies had been tried without any relief. During 
the last ten days the leg had been very swollen, more than 
at the present time, and he had also noticed that the swelling 
in the thigh pulsated. 

On admission there was a fairly large pulsating tumour 
occupying the middle third of the thigh (Hunter^s canal), 
which was extremely painful and tender to touch ; the pul- 
sation was expansile. The right dorsalis pedis artery was 
much weaker than the left. There was double aortic disease 
with cardiac hypertrophy, but no evidence of thoracic dilata- 
tion. The pulse was moderately water-hammer, and the 
vessels obviously thickened. 

A few days' observation showed him to have an irregular 
temperature, never exceeding 101*0°. As to the cause, ulcer- 
ative endocarditis was questioned unless due to the local 
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condition. Dr. Turney was certain there was no condition 
of lung remaining to account for it. There was no albu- 
minuria. 

As the aneurysm was of rapid onset and progressive, and 
so very painful, I decided to operate, so on August 28 I 
ligatured the superficial femoral artery at the apex of Scarpa's 
triangle. The vessel here seemed quite healthy, and three 
floss-silk ligatures were used and tied by the " Ballance and 
Edmunds" method. Any idea of excising the aneurysmal 
sac, if entertained, would have been impracticable as the sac 
was too diffuse. The ligature temporarily stopped all pulsa- 
tion in the sac, but before the wound was stitched up it had 
returned with fair force. To combat this I ligatured the 
upper part of the popliteal, cutting down on it just below the 
opening in the adductor magnus, which procedure was per- 
fectly successful in stopping all pulsation. The limb was 
dressed and well bandaged in cotton- wool. 

August 30. — Considerable pain still in leg since the opera- 
tion, but eased by morphia. The leg is fairly warm. The 
temperature remains irregular. 

September 4. — Wounds healed and all stitches removed; 
no pulsation in the sac ; condition of limb good ; slight pulsa- 
tion in dorsalis pedis ; great complaint of the pain down the 
leg, which seems especially referred to the area supplied by 
the internal saphenous nerve. 

September 11. — Pulsation now very distinct in the dor- 
salis pedis; very great pain in the leg; temperature irre- 
gular, ranging from 98*0^ to 101*0°. 

October 11. — Since the last note the pain in the leg has 
been just as severe; whether due to this cause or not his 
mental condition is very unsatisfactory. 

October 14. — To try and remedy the severe pain down the 
leg the internal saphenous nerve was cut down on at the 
upper part of Hunter's canal, and one and a half inches of it 
resected. 

October 17. — Considerable relief of pain followed the 
nerve resection, but unfortunately this proved only tem- 
porary, as he now again complains of its severity, and refers 
it particularly to the calf of the leg. His mental condition 
is most unsatisfactory, bordering on maniacal, so it is diffi- 
cult to estimate the real character of his pain. 

October 19. — After being in a most excited state all the 
night he says he feels very much better this morning. 

October 21. — Quieter the last two nights, and able to do 
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without morphia ; was given paraldehyde, but he sleeps very 
badly. He is getting very emaciated. There is still pain in 
the calf of the leg. 

November 2. — Patient is very restless and excitable, com- 
plaining still of the great pain in the calf and foot. He lies 
with his legs drawn up, and cannot be made to straighten 
the right one. 

November 5. — Died quite suddenly this morning from 
syncope. 

P.M. report. — Aneurysm so much reduced in size as to 
appear as a slightly enlarged vessel with very thick walls, 
and filled with clot. Extensive aortic disease ; left ventricle 
dilated and hypertrophied. Atheromatous patches on the 
mitral valve. Atheroma of aorta and coronary arteries. 
Spleen very large and soft, with superficial scar at one spot, 
either of infarct or gumma. Kidneys large and firm. 

In the treatment of the above case the use of compression 
was negatived from the associated aortic disease with its 
attendant mental irritability. 

The treatment adopted was the orthodox Hunterian ope- 
ration ; this was succeeded by immediate return of pulsation 
in the sac. To what was this rapid recurrent pulsation due ? 
This is usually attributed to a free anastomosing circulation 
through a vessel communicating with the sac. Here it was 
very probable that the anastomotica magna did communicate 
with the sac, but the pulsation could not have been trans- 
mitted through it, for why did ligature of the popliteal above 
the upper articular arteries stop the pulsation ? According 
to accepted views it is considered unlikely for pulsation to be 
transmitted to the sac through the lower end of the vessel, 
but yet in face of the facts it looks as if such were the case. 
We must suppose that there was such a free anastomosis 
between the descending branch of the external circumflex 
and the articular vessels already established that the hearths 
contractions were able to be transmitted to the sac's contents. 

It may be urged that the ligation of the popliteal artery 
was unnecessary as the pulsation would have ceased in a 
short time, as is considered to be the usual sequel ; it must 
be borne in mind there was also a probability in the other 
direction and the pulsation was very free. The adoption of 
a novel and what seemed a more certain course of action did 
not appear to be fraught with any danger, and was putting 
the patient in much the same position as in excision of the 
sac after ligaturing above and below. 
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The effect on the sac is worth noting. It will be remem- 
bered that the sac was an ovoid one of very rapid formation, 
and the presumption is that with this dilatation there had 
been next to no deposition of hard clot. The soft clot shut 
up in the sac with the vessels wall underwent such rapid 
shrinkage that at the autopsy ten weeks later the only evi- 
dence where the dilatation had been was a slightly dilated 
vessel with very thickened walls. 

As to the cause of the aneurysm it would appear that it 
was embolic. There were old vegetations on the aortic 
valves, and superimposed on this was recent endocarditis. 
His irregular temperature with pneumonia suggested that 
this was infective, and the acute development of the aneurysm 
was in accordance with such a view. 

The only other point for consideration is what was the 
nature and origin of the severe pain in the leg. For a time 
I suspected the possibility of inclusion of the nerve in the 
ligature, but the painful area was not defined enough ; it was 
proved subsequently not to be the origin because the nerve 
was shown not to have been included, and resection of a 
portion of it did not remove it. It is possible the attacks of 
pain were due to arterial spasm or arterio-sclerosis, the sym- 
ptoms being allied to those met with in the condition of 
" intermittent claudication '' first described by Charcot, and 
more recently by Osier, Levy, and Biesman. 
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panied by a brief written description of the points it illustrates; such 
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I. — A case of Diffuse Lipoma (Adiposis Dolorosa?) in 
a Man. By Leonard Williams, M.D. Exhibited 
October 23, 1903. 

THE patient up to two years ago was a sofa-frame maker who 
had always enjoyed good health. At that time, owing to 
lack of employment, he became barman at a beer and wine 
shop. His present trouble began soon after this change of 
work, and has developed gradually since. 

There are bilateral, more or less symmetrical, swellings 
distributed over the trunk and upper arms; the face, forearms, 
legs, hands, and feet being free. Some of these swellings are 
typical lipomata, others give the sensation of a varicocele, 
while the larger ones suggest the feeling of a mamma. Their 
development was accompanied by pain, which gradually 
subsided as they reached their present condition. Pain is, 
however, very easily elicited by rough handling, and paroxysms 
of pain occur not infrequently without any obvious cause. 
There is a great tendency to haemorrhages over these swell- 
ings, especially after any exercise of the underlying muscles. 

The patient has become progressively asthenic since he 
came under observation two months ago. There is only one 
other recorded case of this disease in a male. 
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II. — A case of Ectopia Vesicae after Operation. By 
Thos. H. Kellock, M.A., F.R.C.S. Exhibited 
October 23, 1903. 

THE patient, a boy now aet. 4i years, was the subject of 
complete ectopia vesicae. There is nothing noteworthy in 
the family history, and he has enjoyed fairly good health. 

The operation was performed in two parts. On the first 
occasion, in June, 1903, the penis, which was as usual in a con- 
dition of entire epispadias, was dissected from its anterior 
attachments, drawn through an opening made through the 
scrotum behind what represented the symphysis pubis, and 
fixed in that position by sutures. 

At the second operation in August, 1903, the whole of the 
visible portion of the bladder was dissected up, turned down, 
and drawn under the arch of skin in front of the symphysis 
by sutures passed through its margins, left long, and attached 
to the skin of the thighs ; a few sutures were passed through 
the back of the bladder thus turned down to fix it to the back 
of the bridge of skin. It was intended to graft the raw 
surface left where the bladder had been, but this healed over 
so rapidly that it was not required. 

A small leak occurred at the side of the inverted bladder, 
which was treated by a slight plastic operation, and it has now 
practically closed. 

All the urine now passes along the penis into the perinaeum, 
where it is hoped it will be possible to collect it in an 
apparatus without much inconvenience to the patient. 



III. — A case of (?) Tumour at the Base of the Skull. 
By Thos. H. Kellock, M.A., F.R.C.S. Exhibited 
October 23, 1903. 

THE patient is 2^ years old, there is no history of syphilis ; 
the father, mother, and one other child are alive and 
healthy. 

When the child was three months old the mother noticed 
that the right eye was getting larger and the side of the head 
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projecting, and this condition has increased slowly to the 
present time, without apparently causing any pain or in- 
convenience. Shortly before admission the child had a fall, 
and was unconscious for some time. He is quite intelligent, 
shows some signs of rickets, the anterior fontanelle is not 
quite closed. The right eye is prominent, and the globe seems 
to be enlarged and a little lower than the left. There is con- 
siderable bulging in the right temporal region, the swelling is 
bony ; the head measures twenty-one inches in circumference, 
and there is a little bulging in the corresponding position on 
the left side. The upper jaw is apparently a little further 
forwards on this side, and the interval between the central 
incisors is to the left of that in the lower jaw. 

There is a diiference between the ears on the two sides, 
that on the left being more pendulous. On examining the 
back of the pharynx there is a distinct prominence — appa- 
rently the normal tissues pushed inwards — on the right side. 

There are no paralytic symptoms in the face or rest of the 
body ; the knee-jerks are normal. Scattered over the front 
and back of the trunk are numerous oval-shaped spots of 
light brown colour ; these are said to have been present since 
birth. 

Examination of the abdomen reveals nothing abnormal in 
the region of the left kidney ; the right is covered by the 
liver, which is pushed downwards by the shape of the chest. 

Report on the condition of the eyes by Mr. Lister. — " Right 
globe proptosed with slight displacement downwards, slight 
ptosis. Movements of globe free in all directions. Right 
cornea distinctly larger than left. Tension + . Pupil dilated, 
inactive to light. Anterior chamber deep. Media normal. 
Fundus well marked; cupping of disc. Left fundus, no 
cupping of disc, no sign of neuritis." 
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IV. — Case of Vascular Naso-pharyngeal Fibroma of 
Extensive Ongin^ finally removed by a combined 
operation through the soft and hard palate and 
extensive removal of anterior wall of left superior 
maxillary bone. By Herbert Tilley, M.D., B.S., 
F.R.C.S. Exhibited October 23, 1903. 

FS., male, set. 14, complained of complete nasal ob- 
• struction associated with a blood-stained discharge from 
left nostril of five months^ duration. Patient was weak and 
very anaemic. A large granular, easily-bleeding mass dis- 
tended and projected slightly from the left nostril. Right 
nasal fossa quite occluded by septum, which was deviated to 
the right by pressure of growth in left nasal cavity. The 
tumour could be seen and felt projecting from the roof of left 
posterior choana on to the naso-pharyngeal wall, and gradually 
shading off into the mucous membrane of the latter. No 
protrusion of eye in any direction. 

First operation (November 20, 1901). — A fl -shaped in- 
cision was made over bridge and sides of nose, and the latter 
turned downwards, thus fully exposing anterior half of growth 
filling nasal fossa. This portion was removed with snare, 
forceps, etc., but the haemorrhage was so free that remainder 
of growth was left and the nose sutured in place again. 

Second operation (December 7). — In order to avoid the 
free flow of blood into lungs which occurred on the former 
occasion, a preliminary laryngotomy was performed and large 
sponge introduced above glottis. The soft palate was then 
divided in the middle line and the left half of hard palate 
removed. The easily visible growth was then removed by 
means of scissors and forceps. Haemorrhage was easily con- 
trolled by sponges. 

Third operation (March 15, 1902). — Growth had recurred, 
and operation identical with the second performed. 

Fourth operation (July 31). — Owing to recurrence of 
growth (in spite of many attempts to reduce same by in- 
jections of formalin and insertion of galvano-cautery), it was 
• determined to make one more attempt at removal and to 
explore the maxillary antrum. AVith preliminary laryngotomy 
as before an incision from the right to left malar prominence 
in the gingivo-labial fold was made, and the soft tissues of face 
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turned upwards. The nasal septum was divided along its 
lower attachment, and then the front wall of left maxillary 
antrum and the lower half of ascending process of superior 
maxillary bone was removed. The growth was then seen 
growing from the whole inner surface of the antrum and 
firmly attached to its walls ; also from the ethmoidal and 
basi-sphenoidal region (from which it had previously been 
removed). The tumour was seized in strong forceps, and, 
with the help of a raspatory, was peeled completely and 
cleanly from its attachments. A loose packing of gauze was 
inserted into antrum, and the soft tissues of face returned to 
their normal position and secured there by a few sutures. The 
patient made an uninterrupted recovery, and has remained 
free from recurrence till the present. Since the last operation 
he has grown four inches, and is now the picture of health. 

March 16, 1903. — The edges of the soft palate were 
freshened and sutured in the middle line. Immediate union 
occurred. 

Remarks, — Histologically the tumour consisted chiefly of 
fibrous tissue traversed by large blood-vessels, and was 
described by the pathologist as a fibro-angioma. It was a 
typical example of a form of new growth which is clinically 
but not histologically malignant. 

The preliminary laryngotomy and insertion of a sponge 
above the larynx were of immense service in the second, third, 
and fourth operations, for it not only enabled one to keep 
blood from entering the lungs, but also allowed the anaesthetist 
to narcotise the patient without interfering in any way with 
the operation. 



V. — Two cases of Osteitis Deformans. By Herbert 
French, M.B. Exhibited October 23, 1903. 

CASE 1. — ^William C, aet. 54, a painter. Has had no 
illness of any kind except gout. No syphilis. 
Chief points, — Marked thickening of both tibias and 
fibulae, with increase of curvature. Thickening of right 
patella, right femur, right clavicle. Kyphosis in dorsal 
region, lordosis in lumbar. No affection of cranium. Right 
leg half an inch shorter than left ; walks bow-legged, and is 
obliged to use a stick. 
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The condition began three years ago, and has slowly 
progressed. He first noticed it after an acute attack of gout. 

Case 2. — Emma M._, aet. 53, widow. Has had no serious 
illness. Has had one child, still-born. 

Chief points. — Both tibiae thickened and bowed forwards, 
especially the left. Right femur swollen and bent with con- 
vexity outwards, the maximum bend being five inches above 
the patella. Kyphosis in dorsal region, lordosis in lumbar. 
No affection of cranium. Kight leg one inch shorter than 
left ; walks with a limp, but can do so without a stick. 

The condition began ten years ago, and has been slowly 
progressive. She first noticed it coincidently with the meno- 
pause ; it began in the left tibia, and for six years no other 
bone was affected. 



VI. — A Creasote Inhaler removed from the (Esophagus 
by Gastrotomy, with sHagraph shoiviiig the inhaler 
in situ. By Herbert J. Paterson, B.C., F.R.C.S. 
(introduced by Mr. A. A. Bowlby, C.M.Gr.) Ex- 
hibited October 23, 1903. 

THIS specimen is chiefly interesting as showing the feats 
which can be performed in the way of swallowing by 
persons other than professional sword-swallowers. This cylin- 
drical metal case, measuring four and a half inches long and 
almost three quarters of an inch in diameter, was swallowed by a 
gentleman Suffering from phthisis. Inside the metal case was a 
glass inhaler containing a drachm of creasote. The accom- 
panying skiagraph shows the metal case lying to the left of 
the spine, and with its long axis almost parallel to the verte- 
bral column. Its presence could not be detected by abdominal 
palpation even under the anaesthetic. I opened the stomach 
and removed the case. It was impacted in the oesophagus, 
with about one inch of its lower end projecting into the 
cardiac end of the stomach. The patient made an uninter- 
rupted recovery. 
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VII. — Case of a Child with apparently Complete Absence 
of Sexual Ch^gans. By Edgar Beaumont, L.R.C.P., 
M.R.C.S. Exhibited October 23, 1903. 

GERALD Hastings N., born August 14, 1902. 
With the exception of the abnormal formation that lends 
the chief interest to the case, the child's condition is quite 
normal. 

The child is very intelligent — indeed, exceptionally so, — and 
of prepossessing appearance. The parents are both healthy, 
and there has never been any other trace of deformity in the 
family. 

The child has cut eight teeth normally. The only spe- 
cial feature noticed in the child since its birth is that at 
times when micturating the urine dribbles away for a few 
moments and then passes freely, to perhaps revert again to 
the dribbling ; but this is only occasional, and at other times 
the urine is passed freely and without effort. 



VIII. — A case of Sarcoma of the Left Supra-renal Body 
with Secondary Deposits in the Cranial Bones, tvith 
the specimen of a second case. By Harold L. Barnard, 
M.S. Exhibited October 23, 1903. 

SD., aet. 2 J, fell upon his head six weeks ago. His cheeks 
• and eyes began to swell next day. A week later he 
became listless, peevish, without appetite, and he vomited 
twice the same week. The swelling steadily progressed, and 
his eyelids became black with an extravasation of blood. 
Since his- admission to the hospital three weeks ago the 
swelling has increased with great rapidity. The entire head 
is now enlarged, and the clouded eyes are being forced out of 
their sockets. Soft masses project from the forehead ; the 
temples and the cheeks are smooth and white with pressure. 
The blood-count shows that there is moderate ansemia. The 
leucocytes are not increased above 8000, and the differential 
count reveals only a slight increase of lymphocytes. 
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In the left hypochondrium is a tumour which is probably 
a supra-renal one. It lies deeply and is irregular. There is 
gut in front of it, and it has no sharp edge or notch. 

The specimen, which was obtained from an almost identi- 
cal case, shows a soft haemorrhagic sarcoma separating the 
pericranium and dura from the membrane bones of the skull. 
The supra-renal was the only other growth in the body. 



IX. — A Pedicle Trident for Multiple Ligature of Pedicles 
and Omentum. By Harold L. Barnard, M.S. Ex- 
hibited October 23, 1903. 

THERE is no doubt that broad pedicles and large masses of 
omentum should be ligatured in several pieces, otherwise 
there is great danger of the central part of the mass retract- 
ing ; the ligature becoming slack and finally slipping off. 

The present methods of applying these numerous ligatures 
are unsatisfactory for these reasons — 

1. They are slow. 

2. There is risk of portions of the pedicle, but especially 
of omentum, being omitted. 

3. The corresponding ends of ligatures become confused. 
The wrong ones are tied together. This leads to delay ; or 
one or more ligatures are pulled out, when they are most 
difficult to replace accurately. 

4. It is seldom known for certain whether the ligatures 
are interlocked or not. 

5. The tissue is often cut through too near one or more of 
the ligatures. 

Having experienced these difficulties, I had this trident 
made, which seems to obviate them all. 

The trident. — The trident consists of a short stout 
handle, which gives a firm grip, but which can easily be 
sunk into the abdomen so as to raise the points out of the 
wound. The prongs are long and specially curved, so that 
when a pedicle has been transfixed deep in the pelvis, by 
sinking the handle the points may project from the wound in 
order to be threaded. The eyes of the prongs are lateral, so 
that all three may be simultaneously threaded by one needle 
VOL, xxxvn. 15 
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carrying four foet of silk or eatgut. There may of course be 
more or less prongs to the instrument, but three is a con- 
venient number, allowing the mass to be ligated in four pieces. 
The method of application (Figs. 10 and 11).— The pedicle 
is caught with powerful clamp forceps, a, and the superfluous 



Pio. 10. — The trident has transfixed the pedicle, has been threaded, 
and the thread has been pulled out ready for the trident t« be 
withdrawn. 

part cut off. The points of the trident are then passed below 
the clamp and by a little lateral movement easily transfix 
the pedicle. The short handle is sunk, and the points come 
well up into the wound. A large needle carrying four feet of 
No. 4 silk or catgut is then passed through all three eyes 
simultaneously. The length of the se])arate ligatures is 
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arranged by pulling out the silk between the prongs. (This 
stage is shown in Pig. 10.) The trident is then withdrawn and 
laid flat on the towels, and the corresponding ends are caught 
togethei-by Spencer Wells'. {This stage is sliown in Fig. 11.) 
The silk is now cut opposite each eye and the trident re- 
moved. We now have the whole pedicle divided between 



P[U. II, — The trident haa been withdrawn. The corrosponding 
onds of ligatui'Oa hare been clipped witli forceps. Tlio trident 
now IB cut free and the ligatures tied. 

four ligatures, no part omitted, the onds not confused, and 
none of the ligatures interlocked. Tho ligatures arc now tied, 
I usually tie and cut short the two outer ligatures first ; then 
pull tight the first knot of tho two middle ligatures, remove 
the clamp, tighten the knots, and finish in the usual way. 
Catgut can by this method be safely used for broad-ligament 
pedicle.s, and tho drawbacks of silk avoided. The powerful 
kidney clamp acts as an angiotribe, and further onuures tho 
ligatures being applied a safe distance from the end of the 
stump. 
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X. — Diffuse Lipomatosis in a Woman vnihont ant/ 
Associated Pain. By F. Parkes Weber, M.D. 
Exhibited January 22, 1904. 

ELLEN G.y aet. 34, single, shows typical diffuse lipomata 
below the lower jaw, on the upper arms, and on each 
side of the front of the thorax near the costal margins. A 
typical bilobed diffuse lipomatous mass on the lower part of 
the back of the neck between the shoulders has recently been 
removed by operation. The patient has always enjoyed good 
health, and has been till lately employed in a confectioner's 
shop. She seems active and not excessively fat. There is no 
evidence of any disease of the thoracic or abdominal viscera 
or of the nervous system. The thyroid gland can be felt and 
is apparently not abnormally small. There are some varicose 
veins and cutaneous telangiectases in both external femoral 
regions. Menstruation is regular. She has been accustomed 
to take a little beer and occasionally whisky. The lipoma- 
tosis was first noticed about two years ago, soon after she had 
suffered from a dental abscess in the lower jaw, which led to 
a fistulous opening on the face. There has never as yet been 
any pain in connection with the lipomata. The patient has 
been treated by thyroid tabloids (only one a day) ; this treat- 
ment has been followed, she thinks, by a diminution in the 
size of the fatty masses. 

The occurrence of typical diffuse lipomatosis in women is 
rare, though Dr. Weber is inclined to believe, with Dr. P. 
Thimm {Monatshofte f. praM. Derm., vol. xxxvi, p. 281), that 
at least some, if not all, of the cases described as examples of 
Dercum^s adiposis dolorosa,* an affection which has been noted 
almost exclusively in women, are only varieties of diffuse 
lipomatosis. Thimm even suggests that adiposis dolorosa 
bears the same relation to ordinary diffuse lipomatosis which 
painful encapsuled lipomata bear to ordinary multiple encap- 
suled lipomata. It is questionable whether painful symptoms 

* It is curious that Dercum in 1892 made no mention of any form of 
disease named diffuse lipoma when he wrote an account of« and first 
suggested a name for, the three first recognised cases of "adiposis 
dolorosa" (Amer. Joum. Med. fifci., Philadelphia, 1892, vol. civ, p. 621), 
though one of the cases had the lipomatous mass at the lower part of the 
back of the neck so characteristic of diffuse lipoma. The well-known 
English account of diffuse lipoma by W. Morrant Baker and A. A. Bowlby 
was, however, only published in 1886 {Medico-Chirurgical Transactions, 
JiOndon, vol. Ixix, p. 41). 
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similar to those which have been described as characteristic 
of adiposis dolorosa may not likewise occur in patients without 
any adiposis at all. Moreover, some of the published eases of 
adiposis dolorosa have commenced without any pain. One or 
two of the more recent cases, for which the diagnosis adiposis 
dolorosa has been suggested, have never had any pain to 
speak of in connection with their lipomata, and if the diagnosis 
be insisted on they will have to be termed adiposis dolorosa 
sine dolore ; but, of course, in such cases it is always open for 
anyone to say that the pains of adiposis dolorosa will develop 
ultimately if the patients live long enough. 

Among the few published cases of diffuse lipomatosis in 
women one of the most typical was accompanied by general 
wasting ; it was under the care of Dr. Lejars, of Paris, and is 
figured by Launois and Bensaude in the Presse Medicate 
(Paris, June 1st, 1898, p. 296). These authors, on account of 
their theory of the origin of diffuse lipomatosis, name the dis- 
ease " adeno-lipomatosis,^* and the title of their paper is 
" L'Adeno-lipomatose Symetrique a Predominance Cervicale.*^ 

As, however, the French theory of there being a kind of 
semi-inflammatory development of fat, spreading from diseased 
lymphatic glands, cannot, in the present state of knowledge, be 
supported. Dr. Weber prefers the term " diffuse lipomatosis " 
to " adeno-lipomatosis.^^ ^^ Adiposis,*^ on the other hand, 
merely means obesity, whilst " lipomatosis '' implies a process 
of tumour-formation. 



XI. — Diffuse Lipomatosis in a Man ivith slight General 
Wasting. By F. Paekes Weber, M.D. Exhibited 
January 22, 1904.. 

Ijl W., aet. 52, shows typical diffuse lipomata of neck, arms, 
. • pubic region, etc. There is slight general wasting, but 
no certain sign of disease of thoracic or abdominal viscera. 
The veins in the upper arms near the lipomatous masses are 
considerably dilated. The man was formerly a carman, but 
is now connected with a public-house. He has often been 
used for clinical demonstrations of diffuse lipoma. As a boy 
he was fat, and used to be called " tubby." He is married 
and has children. His father suffered from epileptic fits. 
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The lipomatous masses first appeared in 1868, following an 
injury (fracture of the right patella). His body has been 
getting thinner during the last six or seven years. He has 
never had pain connected with the lipomata. 

In connection with the slight wasting there might possibly 
be a cirrhotic change in the liver, though this cannot be de- 
cided. Cases of diffuse lipoma with general wasting some- 
times develop ascites, as in a case often seen by Dr. Weber, 
which was under the care of his colleague, the late Dr. Port, 
at the German Hospital in 1898. The patient was a 
^^ musician," aet. 66, with typical diffuse lipomata (neck, 
axillae, upper arms) and general wasting. The ascites first 
appeared about May, 1898, and large amounts of ascitic fluid 
had repeatedly to be drawn off before the patient^s death, 
which took place about January, 1899. There was no post- 
mortem examination. That case of Dr. Port reminds Dr. 
Weber very much of the case shown on October 23, 1903, at 
the Clinical Society of London (a man, aet. 47) by his 
colleague. Dr. Leonard Williams, the latter patient having 
since that date been tapped at the hospital for ascites. As 
far as Dr. Weber knows, however, there are no published 
post-mortem records to show whether the ascites which some- 
times develops in patients with diffuse lipomatosis, is really 
due to associated hepatic cirrhosis (as one would suppose) or 
to some other cause. 



XII. — Tumour of the Liver in a Boy det. 10 years. By 
A. E. Gaimiod, M.D. Exhibited January 22?irf, 
1904. 

WHEN the patient was first seen in August, 1903, he was 
said to have been ailing for a year, and to have had 
pain and swelling in the left side for three months. He is 
the fourth living child of a family of five. There were two 
miscarriages between the fourth child and this one. 

In August, 1903, the liver was much enlarged, and 
reached below the umbilicus. It was firm, and not tender. 
One large and several smaller swellings were felt on the 
surface of the right lobe, near the costal margin. They were 
hard, and yielded no fluctuation. There was a chain of large 
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lymphatic glands on the right side of the neck; the other 
superficial glands were little, if at all, enlarged. The spleen 
extended about a finger's breadth below the costal border. 
There was, and is, double dacryocystitis with conjunctivitis, 
and interstitial keratitis more marked in the left eye. There 
are no changes in the fundi. The teeth are badly formed, 
but not characteristic of congenital syphilis. 

Since August he has taken iodide of potassium almost 
continuously. The glands in the neck quickly subsided. 
The liver is considerably smaller, but the lump is, if any- 
thing, larger and more subdivided. The boy has lost weight 
(5 lbs.). 

It is thought probable that the tumour is of gummatous 
nature, but the diagnosis of hydatid has also been advanced. 
The blood has been repeatedly examined. There is no leuco- 
cytosis and no eosinophilia. 



XIII. — Case of Total Paraplegia due to Caries of the 
Mid-dorsal Vertehrm^ for which the operation of 
CostO'transversectomf/ has been Performed^ with 
Complete Recovery, By W. H. B. Brook, M.D. 
Exhibited January 22, 1904. 

ARTHUR A., aet. 18. Angular curvature of the mid-dorsal 
region was first noticed in November, 1901 ; treated by 
est and a plaster jacket without benefit. 

Symptoms of paraplegia came on in August, 1902; this 
became total in three months, and there was incontinence of 
urine and faeces, with bed-sores. 

On November 8, 1902, the right transverse process of the 
eighth dorsal vertebra was removed, together with the head 
and neck of the rib, giving exit to a quantity of thick pus. 
The body of the eighth vertebra, which was practically 
destroyed, was removed with a sharp spoon. 

Sensation began to return in twenty-four hours, and move- 
ment on the third day. In three months he had regained the 
power of walking, with complete recovery of sensation and 
control over the bladder and rectum. 
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XIV. — A case of Glironic Periostitis {Syphilitic)^ with 
Skiagram. By John R. Lunn. Exhibited Janaavy 
22, 1904. 

FRANK F., 8Bt. 29, an old soldier, was admitted into St. 
Marylebone Infirmary, August 9, 1902, and gave the 
following history : — When in India, 1895, he had syphilis. 
When he was at Netley, in 1900, he first noticed slight pain 
and swelling at the knees. 

Present condition, — The lower ends of both femora are 
markedly and uniformly enlarged ; no pain or tenderness on 
pressure. He has a scar on the glans-penis. 

The left testicle is harder and larger than the right, but 
there is no loss of testicular sensation. He states that he had 
it tapped in 1896. 

The right breast is distinctly enlarged, and some dilated 
veins are visible on its surface ; no enlarged glands found in 
the axilla. 

There is a general oedema of both feet and legs (after he 
has been up any time) as far up as Poupart's ligament on 
either side, which diminishes with rest in bed. No phthisis. 
Heart apparently slightly hypertrophied. Urine nil. 



XV. — A case of Ununited Fracture of Radius and Ulna. 
By John R. Lunn. Exhibited June 22, 1904. 

JOHN F., aet. 74, was admitted into St. Marylebone In- 
firmary, October 13, 1903, with an ununited fracture of 
radius and ulna. The man stated that when he was thirty- 
six years of age he was splitting bullocks^ hides for making 
shoes when his arm was caught between two rollers of the 
machine and broken. Both he and his wife remember seeing 
the bones protruding through the sleeve of the coat he was 
wearing. He was seen at the London Hospital, where he 
was advised to have his arm amputated, but he would not 
consent, and has managed to get his living ever since, until 
he was obliged to go into the workhouse in May, 1903. 
The skiagram shows very well the ununited fractures. 
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XVI. — Bilateral Enlargement of Testicles in a Boy 
ddt. 10. By W. G-. Spenoer. Exhibited January 
22, 1904. 

BOTH testes are swollen to be about of adult size, and 
firmly elastic, but not tender, the right vas is rigid and 
enlarged, the left less so. A sinus exists over the front of 
each testis, which has ceased to discharge pus, and appeared 
to be healing. Per rectum the vesicula on the right side is 
perhaps a little enlarged. The patient does not present any 
further signs of past or present disease. 

An indefinite family history furnishes suggestions in favour 
both of tubercle and syphilis. The boy has been under 
observation since December 29th, and has been treated with 
mercury internally and locally, and with a little iodide. 
Meanwhile oedema of the scrotum and cord, which was marked 
on admission, has much diminished, and the testicles are 
certainly no larger, whilst the sinuses have certainly tended 
to heal. 

P.S. (July). — The boy has been at a country home for six 
months, during which the disease has not made any progress. 



XVII. — A case of Ophthalmoplegia Externa with Blind- 
ness of Acute Onset, in a Child xt. 5 years. By 
F. E. Batten, M.D. Exhibited January 22, 1904. 

rnHIRTEBN weeks before admission to hospital the child had 
X whooping cough, which was said by the mother to have 
been of moderate severity. From this the child recovered, 
and Was well in about six weeks. 

Two weeks before admission the child had headache, pain 
in the abdomen and across the shoulders, and was restless at 
night ; there was no vomiting. 

One week before admission to the hospital the mother 
noticed that the child could not see, and the child asked her 
mother to bring a candle because it was dark. At the same 
time it was noticed that the pupils were very large and she 
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could not move the eyeballs. There was no loss of conscious- 
ness ; no convulsions. 

On admission the child was well nourished, intelligent, and 
suffered no pain. 

There was no ptosis, but complete ophthalmoplegia, with 
a slight divergent strabismus. The pupils were widely dilated, 
and did not react to light. There was complete blindness. 
There was slight optic neuritis, more marked in the right eye 
than the left. 

There was no weakness of the muscles of the face, tongue, 
palate, or limbs. The child walked with the unsteadiness of 
a blind person, and there was a very slight inco-ordination of 
the movements of the right arm. 

All the deep reflexes were abolished. 

The superficial reflexes were present. The plantar reflex 
gave a variable response, sometimes definitely flexor, at other 
times a typical extensor response was elicited. 

Within a week after admission the movement of the eyes 
had greatly improved, but the pupils remained dilated, and 
there was no return of vision. 

Fourteen days after admission the movements of the eyes 
had become normal, the pupils were no longer so dilated, and 
the optic neuritis was much less. There was no return of 
vision, and the knee-jerks still remained absent. While in 
the hospital there was no rise of temperature, no headache, 
no vomiting, and the child was generally bright and in- 
telligent. 

It is suggested that the case is one of polio-encephalitis 
inferior affecting the region of the oculo-motor nuclei. 



XVIII. — Congenital Absence of the Phalanges of the 
Left Hand By Lawrik McGtavin, F.R.C.S. 
Ecvhibited Jamtary 22, 1904. 

IlHE patient, who is the sole member of the family afflicted 
by bodily deformity, is healthy in every other respect, 
excepting the presence of a small femoral hernia. The 
skiagram shows that the whole of the phalanges have been 
suppressed ; the metacarpal bones, with the exception of the 
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first, are markedly deformed, being stunted and irregularly- 
twisted, while the fourth and fifth appear to be fused together 
at their distal extremities. 

Opposition of the remainder of the thumb can be per- 
formed, the patient being able to hold a needle while it is 
threaded. The case is a good example of the value of even 
a portion of the thumb, as the patient, who is married, has 
brought up a family of five children, and made all their 
clothes herself. 



XIX. — TranslacGut Gt/st (probably Dermoid) of Boot of 
Nose. By Raymond Johnson. Exhibited January 
22, 1904. 

rpHE patient, a man aet. 28, first noticed a small lump at 
JL the root of the nose three years ago. No cause could be 
assigned, and the swelling slowly increased without pain. 

At the present time the root of the nose is considerably 
enlarged, chiefly in a transverse direction, by a swelling 
which bulges in front of each inner canthus. The whole 
swelling gives a well-marked sense, of fluctuation, and even 
in its most posterior part is very translucent. It does not 
pulsate, and no variation can in any way be produced in its 
tension. 

Before the translucency of the swelling was detected the 
possibility of chronic abscess was entertained. 

The varieties of translucent cyst which have been con- 
sidered in the diagnosis are meningocele, mucous cyst of the 
upper part of the nasal cavity, hydatid, and dermoid. The 
last is believed to be the nature of the case. 

Bland- Sutton figures a translucent dermoid of the root of 
the nose, and explains the origin of the cyst as due to 
sequestration of small portions of skin or epithelium during 
the development of the nasal bones in front of the car- 
tilaginous fronto-nasal process. According to the same 
authority dermoids in this situation contain an oily fluid and 
are translucent, on account of the extreme thinness of their 
walls. 

It is of interest that in this case the nasal bones appear to 
be displaced laterally by the cyst and to be in part wanting. 
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Subsequent operation proved the cyst to be a thin-walled 
dermoid containing opalescent fluid. During its removal the 
upper extremity of each nasal cavity was opened. 



XX. — A case of Multiple Aneitrj/sm in which the largent^ 
affecting the Brachial Artenjy was excised. By 
Raymond Johnson. Exhibited January 22, 1904. 

rPHB patient, a man aet. 47, came under my care in July, 
JL 1902, at University College Hospital. There was a 
large globular aneurysm of the upper part of the right 
brachial artery. Small aneurysms were also situated on the 
left brachial artery at the bend of the elbow, and on the left 
popliteal artery. The man's general health had been good, 
and there was no history of syphilis or rheumatism. There 
was no evidence of valvular disease of the heart. The large 
aneurysm of the right brachial artery was excised. The 
operation was rendered difficult by the close connection 
between the sac and the adjacent veins and nerves. 

At the present time, the patient having continued heavy 
work as a wheelwright for nearly eighteen months, the 
aneurysms of the left brachial and popliteal arteries remain 
in statu quo, and, although they still pulsate vigorously, have 
not increased in size since the patient first came under 
observation. The strength of the right upper limb is un- 
impaired, and there is a good pulse at the wrist. The 
patient's arteries generally do not appear to be extensively 
degenerated. 



XX [. — Tw6 cases of Post-Dlphtheritic Chronic Bulbar 
Paralysis, By Wjlfi?ed Haebiis, M.D. Exhibited 
January 22, 1904. 

("tASB 1. — M. L., aet. 25. Four years ago she suffered from 
J a slight attack of ulcerated sore throat. Six weeks 
afterwards noticed slight difficulty in swallowing, with nasal 
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regurgitation, and was found by her doctor to have paralysis 
of the soft palate. There was no afFection of vision, nor any 
weakness of the limbs. Soon after this her lips became 
afFected, so that she could no longer purse them up or whistle, 
but it was not until twelve months after the sore throat 
that much difficulty of articulation was noticed. There 
were slight occasional improvements, followed by relapse. 
Eighteen months after the onset of the throat affection she 
became unable to close the eyes. 

Present state, — Almost complete paralysis of the orbicu- 
laris palpebrarum and orbicularis oris on each side, with all 
the other facial muscles normal. Complete paralysis of the 
soft palate, with paresis of the constrictors of the pharynx, 
and of the abductors and internal tensors of the vocal cords, 
with considerable wasting of the tongue. No ptosis or ocular 
palsy. During last few months occasional weakness and 
coldness of the hands. All deep reflexes brisk. Flexor 
plantar. 

Electrical reactions, — Very diminished and sluggish to 
faradism in orbiculares oris et palpebrarum, with slightly 
better marked contractions to galvanism, K>A. Soft palate 
reacts only to galvanism, sluggishly, with K>A. No 
myasthenic reaction in facial muscles, or in deltoids or biceps 

Case 2. — L. C, aet. 29, married. This case was ten years 
ago very similar in appearance to Case 1, but she has now 
completely recovered, after the paralysis had remained almost 
stationary for over six years. 

Eleven and a half years ago she developed paralysis of the 
palate, with nasal regurgitation, three weeks after an illness 
which her doctor told her at the time was diphtheria. Soon 
after this she had difficulty in moving her tongue, slight dip- 
lopia, inability to close the eyes or to purse up the mouth, and 
some weakness of the fingers. Two years after the diphtheria 
she commenced to improve slightly; the nasal regurgitation and 
the diplopia passed ofF, but there still remained practically 
complete paralysis of the orbiculares palpebrarum and orbi- 
cularis oris, and of the soft palate, with some clumsiness of 
the tongue in eating. 

The electrical reactions showed considerable diminution to 
faradism in the paralysed muscles, with normal electrical 
reactions in the other facial muscles. The condition of the 
face and soft palate remained much the same for another 

* Both thes^ cases are published in full i» Brain, 1903, winter number. 
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three and a half years, or more than five years after the 
diphtheria. She then married, and soon after the birth of 
her first child noticed rapid improvement in the face, and at 
the present time there is no trace of weakness remaining in 
any of the formerly paralysed muscles, and the electrical 
reactions are now normal. 



XXII. — Congenital Elevation of the Shonlder. By 
Craulks R. Kkyseu.. E^hihited Jannary 22, 1904. 

f'^RACE J., aet. 9, was brought to hospital on December 17, 
I 1903, because of deformity of the left shoulder-blade, 
which had been noticed one month. There was no history of 
accident or infantile paralysis. No other member of the 
family has a similar or any other deformity. The patient has 
always been ^^ delicate,^^ but has no definite symptoms. 

On examination the left scapula is two and a half inches 
higher than the right, but the bone is of the same size as its 
fellow. Movement of the arm, both active and passive, is 
normal. There is no osseous bridge to be felt between the 
vertebral border of the scapula and the spine, nor is there 
any lateral curvature of the spine. The spinous process of 
the third dorsal vertebra, however, feels thicker than normal, 
and is apparently displaced slightly to the left. The inferior 
angle of the scapula is on a level with the interval between 
the sixth and seventh dorsal spines. There is no paralysis of 
any muscle. X rays show nothing abnormal, and the two 
arms are of the same length. The child's head is rickety in 
appearance, but there are no other signs of rickets, nor any 
other deformity. The teeth are slightly notched and ridged, 
as is commonly the case in ill-nourished children. 



XXIII. — Congenital Absence of the Filndx. By Charles 
R. Keyser. Exhibited. January 22, 1904. 

I lEGINALD S., set. 2^, was brought to hospital because of 
IV congenital club-foot. On examination there is bilateral 
talipes vagus due to absence of the fibulae. With X rays no 



Clinical Cases, 231 

trace of a fibula can be seen on either side. About the 
junction of the middle and lower thirds of the leg there is a 
slight bending forwards of the tibia and a well-marked scar- 
like dimple in the skin over the crest of the tibia. There are 
only four toes present on each foot, one of the small toes 
being absent on each side. There are no other deformities 
present. 

With a strong boot fitted with an outside iron the child 
walks very well. 



XXIV.- -7W Gases of Osteitis Defm^maiis. By C. 
Gordon Watson. Exhibited Jannarij 22, 1904. 

CIASE 1. — Man aet. 73, a driller. For about ten years has 
' noticed an alteration in shape of his left thigh which has 
gradually in ci eased ; his head has also grown larger, and the 
soft hat which he wears and has worn for nine years is now 
much too small. His back has gradually become bent since 
the thigh began to bend. He suffers no pain, and has not had 
syphilis, rheumatism, or gout, and is otherwise healthy. 

Present condition — Head, — Frontal eminences very promin- 
ent ; temporal f ossaB filled up ; vertex high and prominent. 
Head is top-heavy, and held projected forwards. Maximum 
occipito-frontal circumference twenty-five inches. 

Left femur, — Well-marked curvature forwards and out- 
wards, and general increase of circumference. Surface of 
bone smooth. No shortening or lengthening of limb as 
measured from anterior superior spine to internal malleolus. 
A skiagram shows that the compact bone is uniformly 
thickened throughout, that the medulla is not encroached on, 
and that there is no irregularity of surface or periosteal 
thickening. All the other long bones are normal. 

The sternum is distinctly thickened and prominent at the 
angle of Ludovitch. 

There is well-marked kyphosis in the upper dorsal region, 
with the summit opposite fifth dorsal. The curvature is fixed. 

Case 2. — A woman aet. 53, has noticed left tibia larger 
than right for ^^ many " years. Eighteen months ago began 
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to have pain in left leg of shooting character, and thinks leg 
then increased in size. Suffers greatly from headache. No 
history of syphilis, gout, or rheumatism. 

Present condition, — Marked anterior curvature, and thick- 
ening of left. tibia. Skeleton otherwise normal. Skiagram 
shows uniform curvature of the shaft with no localised thick- 
ening, the increase of the compact bone is uniform, and the 
medulla appears neither unduly increased nor encroached on. 



XXV. — A Case of Fracture-dislocation in the Upper 
Cervical Region without Symptoms. By William 
Henry Battle. Exhibited January 22, 1904. 

A A., a stout man aet. 56, a potman, was sent to me on 
• May 20, 1903, by Mr. H. A. Easton with the intimation 
that the patient had a fracture of the axis as proved by a 
skiagraph which he had with him. 

The history of the case was tliat the patient had fallen 
down a flight of stairs in his house about a month before he 
came to St. Thomas's Hospital, and had struck the back of 
his head on the wall at the bottom of the stairs bending the 
head forwards into the chest. He does not appear to have 
suffered very much in his own opinion as the result of this 
fall, for he went to work again next day, and continued to 
do it daily for a fortnight. There was, however, stiffness of 
the neck, and he had frequently to rest his head on his 
hands. He has also had some pain at the back of the neck 
and across the shoulders. There had been no dysphagia or 
paralysis of any kind. 

He presented the appearance of a patient with rigidity — 
the result of spinal caries, — the nodding movements of the 
head were good, but he could not rotate the neck satisfactorily, 
and held, himself with the head carried forward as in the 
photograph, not making attempts to turn it in the direction 
of anyone addressing him. The neck was thickened laterally 
in the upper cervical region, and there was some tenderness 
in both sides of the spine in this part. A prominence could 
be felt from the mouth on examination with the finger which 
corresponded with the displaced body of the second cervical. 

A skiagraph taken by Dr. Greg confirmed in all particulars 
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the one forwarded by Mr. Baston. A fracture of the axis 
vertebra is seen passing through the body of that bone from 
behind the odontoid process downwards, so that the body of 
the axis remains in its normal relationship to that of the atlas 



and odontoid process, whilst there is dislocation of the body 
of the axis forwards from its spine and the third cervical 
vertebra. Excepting for this local condition there was nothing 
worthy of remark. He had no symptoms, and considering 
that the fracture had been sustained a month before no special 
treatment was adopted. The rest in bed appeared to give 
some relief to the pain of which he coniplaincd on ( ' 

TOI,. XXXVII. 16 



234 Clinical Cases, 

and there was less rigidity when he left Hospital on June 24, 
1903. 

The possibility of the occurrence of such a fracture as this 
without instantaneous death has hardly been contemplated, 
and it is only the X-ray photograph that renders proof 
possible. 

Now that attention is drawn to the subject other instances 
of the unsuspected fracture of vertebraB in this region will be 
recorded, and, although at the present time they are curiosities, 
still they possess considerable importance from the medico- 
legal point of view, and their proper treatment is essential to 
recovery. 

This patient was first shown to^ the Society in June, 1903. 



XXVI. — Fracture of both Pedicles of the Axis. By 
Edred M. Corner. Exhibited January 22, 1904. 

V CABMAN, whilst dozing in a chair on Sunday afternoon, 
nodded so much that he rolled out of it, hurting his 
neck. He kept at home for four days, and after a fortnight 
he came to St. Thomases Hospital. The skiagraph shows the 
fracture. An additional feature of interest is that he com- 
plained of pain up his great occipital nerve, which is situated 
immediately above the injury. 

There were no paralytic or sensory symptoms. 



XXVII. — Fracture of the Body and Lamhide of the 
Fifth Cervical Vertebra. By Edred M. Corner. 
Exhibited January 22, 1904. 

A YOUNG gymnast, in the course of his display on the 
stage, turned a somersault and hurt his neck. He was 
discharged from the Infirmary in ten days, and about three . 
weeks after the accident he came to St. Thomases Hospital. 
The skiagraph shows a comminuted fracture of the body of 
the fifth cervical vertebra, and also fractures of the laminae. 
There were no paralytic or sensory symptoms. 
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XXVIII. — Congenital Absence of the Small Muscles of 
the Hands and Deformity of the Feet in Mother and 
Infant Daughter. By H. Baity Shaw, M.D. 
Exhibited Febriiarij 26, 1904 

LB., aet. 20, a married woman, has had misshapen handb 
• all her life, and has always experienced difficulty in 
executing the finer movements as in writing, buttoning 
clothes, etc. Inability to completely close the eyes was 
noticed by her parents when she was an infant. So far as 
she knows no other member of her family, other than her 
daughter, has been similarly affected. There is no evidence 
of syphilitic taint. 

Her mental condition is excellent. Sensation is every- 
where normal, nor is there any dissociational sensory disturb- 
ance. The knee-jerks are brisk and equal ; there is no ankle 
clonus ; the plantar response, when present, is flexor in type ; 
the supinator and biceps jerks are not exaggerated. There 
is no sphincter disturbance. The confinement was protracted, 
but instruments were not used. 

The frontalis muscle is exceedingly weak; only on ex- 
treme effort can any movement be detected. There is no 
concomitant action of the frontalis muscle when the eyes are 
raised in looking upwards. 

The orbiculares palpebrarum are weak, so that the patient 
is unable to cpmpletely close the fissures ; when asleep the 
sclerotics are always visible. There is possibly some weak- 
ness in drawing back the angles of the mouth. No other 
defect can be noticed in any of the cranial nerves. The 
pupils, though usually dilated, react to light and accommo- 
dation, and are equal. 

When the hands are at rest the digits are held flexed ; 
the index fingers are curved laterally, and seem to be more 
separated from the remaining fingers than is usual; the 
convexity of the curve is towards the preaxial side of the 
limb. The interosseous spaces and the thenar and hypothenar 
eminences are wasted ; the base of the third metacarpal bone 
gives rise to a marked prominence on the back of each wrist. 
Flexion and extension of the wrists are readily performed. 
Flexion of each digit is fairly normal, being perhaps a little 
weakened from the impaired synergic action of the extensors 
of the fingers. The extensors of the fingers and thumbs are 
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a little weakened, especially those of the little fingers, 
tiuparation and approximation of the digits is only possible 
in extension and liexion of the fingers respectively ; it is 
impossible to demonstrate the action of the lumbricales and 
interossei. True apposition of the ball of the thumbs to the 
ends of the remaining digits is impossible j they can only be 
approximated by combined flexion of the thumbs and fingers ; 
it is impoHsiblu to demonstrate any action attributable to 
the small muscles of the thenar or hypothenar eminences. 



Neither by faradic nor by galvanic currents can any of the 
muscles which fail to respond to volitional impulses be made 
to act. The changes in the hands are quite symmetrical, 
though more marked in the right hand ; the patient writes 
with the left. No other muscles of the limbs or body are 
paralysed, nor is there any fibrillary twitching of the muscles. 
Kadiograms show that the digit above described as a thumb 
is really a thumb being provided with a metacarpal bone and 
two phalanges. There is no other abnormality, but slender- 
ness of the fourth metacarpal bone. 

The only abnormality in the feet is that the plantar 
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arches are more marked than usual and the middle toe in 
each foot is depressed below the level of the others. There 
is no paralysis to be detected in the small muscles of the feet. 

N.B. — The infant daughter of L. B., aet. 2 months, 
presents similar deformities in the hands and feet. The 
facial muscles appear to be normal. The infant reveals no 
other disturbance of the nervous or muscular systems. 

The defects in the hands in mother and daughter are 
apparently due to a congenital defect of the anterior horn 
cells of the sixth and eighth cervical, and possibly first dorsal, 
spinal segments, the extreme weakness of the mother's 
frontalis muscle being possibly due to a similar defect in that 
part of the nuclei of the third nerves which subserve the 
control of the upper facial muscles. 



XXIX. — Sporadic Case of Friedreich's Disease. By 
Bertram Abkahams, M.B. Eojhihited February 26, 
1904. 

PI., aet. 13, the third of eight children, of whom the others 
• are perfectly healthy. No family history of neurosis ; 
no intermarriage. Patient had had no illness beyond childish 
ailments till five years ago, when some unsteadiness in stand- 
ing with the eyes shut was noticed. After this he began to 
be restless at night and to fall out of bed. The other sym- 
ptoms — of which the ataxy of the legs is the one chiefly com- 
plained of — have been increasing progressively and somewhat 
rapidly during the past three years. 

Present condition, — An intelligent boy, but owing to 
frequent absence is only in the third standard. There is 
some weakness of the neck muscles, so that the head is 
habitually hung forward. It is constantly moving in short 
jerks ; after any exertion the movements become more typi- 
cally choreiform. 

There is slight lateral nystagmus, better marked in the 
left eye. The pupils are widely dilated, but react briskly to 
light and accommodation. The fundi are normal. 

He can stand, with some considerable swaying, with his 
eyes shut and his feet far apart. As soon as he brings his 
feet together he collapses entirely. The gait is ataxic upon 



238 Clinical Cases, 

a wide base, and is described by his mother as being like that 
of a drunken man. There was at one time some tendency to 
fall over to the left, but this is not now so marked. There is 
slight extensor spasm at the knees, which are accordingly 
kept a little stiff. 

Speech is nasal, slow, slurred, and monotonous. 

There is well-marked ataxy of the hands, particularly 
seen when fine movements are attempted. 

There is no obvious anaesthesia, but there is some analgesia 
of the legs, more especially the left. The muscular sense 
does not appear to be markedly affected. Both knee-jerks 
are lost. The plantar reflexes are of the extensor type, a.nd 
they are much brisker on the left side than the right. 

There is well-marked pes cavus on both sides. There is 
distinct dorso-lumbar scoliosis. 

It is proposed to try the effects of graduated exercises 
such as those devised by Frankel for the relief of the ataxy 
of tabes. 



XXX. — Morbus Cordis. Pulmonary Regurgitation asso- 
ciated ivith Mitral Stenosis. By J. Porte u Parkin- 
son. Exhibited February 26, 1 904. 

rpHB patient is a girl ast. 19, has had six attacks of acute 
JL rheumatism, and shows deformities of the finger-joints 
with ulnar deviation of the fingers. She was admitted into 
the London Temperance Hospital for dyspnoea and precordial 
pain. 

The cardiac impulse was most marked in the fourth inter- 
costal space just internal to the nipple. There was on 
admission increase of the hearths dulness to the right side 
extending a finger's breadth beyond the right edge of the 
sternum; the other limits of the heart, as ascertained by 
percussion, appeared normal. At the apex there were pre- 
systolic and systolic murmurs with a short sharp first sound, 
and the second sound was inaudible here. At the base was 
heard a loud double murmur most marked in the second 
intercostal space on the left side close to the sternum, the 
diastolic murmur being well conducted downwards towards 
the manubrium sterni, 
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The pulse was of normal frequency, small, regular, and 
compressible. 

Beyond slight enlargement of the liver there were no other 
abnormal physical signs, and there was no dropsy. 

There is little doubt that this patient is suffering from 
mitral disease, but the cause of the basic murmurs is not so 
clear, the absence of any water-hammer character in the 
pulse and of any signs of enlargement of the left ventricle 
seem to contra-indicate the presence of aortic regurgitation, 
and if this be correct one is driven to conclude that the 
diastolic murmur is due to some reflex through the pulmonary 
orifice, probably resulting from dilatation of the pulmonary 
artery, a condition which is occasionally found in cases of 
mitral stenosis by post-mortem evidence, and it is probable 
that the condition occurs much more frequently than that 
evidence proves, for an orifice which during life has been 
sufficiently stretched to allow leakage, may appear normal, 
after death. 



XXXI. — A case of Enlargement of the Bones of the 
Cranium^ Jav), and Thorax {? Syphilitic). By W. 
G. Stone, M.D. Exhibited Febritary 26, 1904. 

CR., a lad of 18^, with the appearance of one of lesser age 
• and much emaciation. There is a bony prominence in 
the right temporal region, which has been observed by the 
patient's parents for two years ; it has decreased very notice- 
ably under antisyphilitic treatment during the last two 
months. A swelling of the lower jaw has also decreased, 
and, while two months ago there was practically no move- 
ment at the temporo-maxillary joint, the patient can now 
separate the teeth. The thorax shows considerable bony 
enlargement, especially of the sternum, and great deformity. 
His parents report that he has always been " pigeon-breasted,^' 
but that a greater degree of deformity has appeared during 
the last two years. There is well-marked evidence of disease 
at the apices of both lungs, especially the left ; no tubercle 
bacilli have yet been found in the sputum. In the left 
rectus abdominis muscle there is a well-defined flattened 
mass. 
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The mother has had twelve children, five of whom died 
before they were six months old. She has had no mis- 
carriages. 

The patient died in St. Thomas's Hospital, not long after 
being shown to the Society. There was some disease of the 
liver found post mortem , but no satisfactory evidence of its 
nature has been obtained from sections yet cut. 

The spleen showed some destruction of the Malpighian 
bodies, and some infiltration with epithelioid cells. 

The kidneys were very much diseased, and showed great 
cellular infiltration and increase of the fibrous tissue. 

The sternum showed infiltration of the marrow by 
epitheloid cells, and a large mass attached to the sternum 
was composed of fibrous tissue containing numerous foci of 
small cell infiltration. There was also a mass attached to the 
pericardium, composed largely of epithelioid cells. 

The lungs were extensively diseased, and the condition 
resembled somewhat that known as " white pneumonia.'^ 

There was no caseation in any part such as one would 
expect in a case of syphilis, and the mass on the pericardium 
bore a striking resemblance to sarcoma, but the former dia- 
gnosis of the case appears on the whole the most probable. 

The case is being further investigated by Dr. Powell 
White, on whose preliminary examination of the organs the 
above report is based. 



XXXII. — A case of Achondroplasia with Spinal CuT" 
vatwre {? Rachitic). By Charles R. Kbysek, 
F.R.C.S. Exhibited February 26, 1904. 

GEORGE A., set. 15 months, was brought to hospital on 
February 18 for '^rickets." On examination the child 
showed the typical appearances of achondroplasia. He is the 
first and only child of healthy parents, and is bright and 
intelligent for his age. The hair is plentiful, fine, and soft. 
The head is very large, of brachy cephalic type, and measures 
18 i inches in circumference. The fontanelles are large and 
widely open, and there is a slight degree of craniotabes 
present in the occipital region. The frontal and parietal 
bosses are exaggerated, and the forehead somewhat over- 
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hangs the face, which appears small. The bridge of the 
nose is markedly dcpresaed, owing presumably to synostosis 
of the basi-occipital and basi-aphenoid portions of the skull. 
'I'here are six teeth present, and these were erupted in the 
normal order. The disproportion between the length of the 
body and the limbs is most marked ; the child's height is 23 

PiQ. 14. 



inches, the length from the occiput to the coccyx being 11 
inches, whereas the lower extremity measures only 7i inches. 
Of this, the femur is 4^ inches long and the tibia 3 inches. 
In the upper extremity, from the tip of the acromion process 
to the external condyle of the humerus measures 2| inches, 
and the forearm also 2| inches. The hands, when the arms 
are outstretched, only just reach below the umbilicus. The 
fingers show the typical appearance of the disease, the index 
and middle fingers curving to the radial and the ring and 
little fingers to the ulnar aide, so that the interval between 
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the points of the middle and ring fingers is much greater 
than that between those of any other pair of digits. There 
is also present in a slight degree the abnormal movements of 
the fingers commonly seen in achondroplasia ; thus the little 
finger can be made to touch the back of the forearm without 
difficulty, but the other fingers cannot be hyperextended 
quite so far as this. 

In the lower extremities there is a certain degree of genu 
valgum with a good deal of lateral movement at the knee ; 
there are also marked annular folds in the skin, as if there 
was a superabundance of tissue for the length of the limb. 

The bones of the limbs are very slightly curved and the 
epiphyses are not enlarged ; there is no tenderness about the 
bones. The lower ribs are much everted, and the abdomen 
is prominent; Harrison^s sulcus is present, and the upper 
part of the chest is somewhat constricted. There is prac- 
tically no beading of the ribs. When the child sits up there 
is a prominent antero-posterior curve of the spine in the 
dorsi-lumbar region; on lifting the child up or on placing 
him in the prone position the spine becomes quite straight. 
There is not at any time any tenderness or rigidity about the 
spine ; no lordosis is present. 

The condition of the thyroid gland is difficult to ascertain 
in so small a patient, but there does not seem to be any 
abnormal deficiency in the lower and anterior part of the 
neck. 

The child has been brought up by hand on milk, and has 
had no patent foods or biscuits, etc., of any kind. The 
mother has noticed that there is excessive sweating about the 
head at night. One point of interest is in connection with 
the physical appearance of the child^s father. He is only 
about 4 feet 8 inches in height ; but although his limbs are 
very short, they do not seem out of proportion to his body, 
and the shape of his head and face does not suggest achon- 
droplasia. 

Achondroplasia, or, to use a better term, chondro-dys- 
trophia foetalis, is now generally regarded as a disease quite 
distinct from rickets, and it is therefore of interest to note in 
this case the marked spinal curvature similar to that seen in 
rickets, the appearance and shape of the chest and ribs^ the 
excessive sweating about the head at night, and other signs 
which are so frequently associated with rickets. 
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XXXIII. — A case of Pyopneumothorax due to Phthisis ; 
Operations on the principles of Estlander^ s (Thoraco- 
plasty) , healing with an Aerial Fistula. By Edeed 
M, Corner. Exhibited February 26, 1904. 

WC, aet. 32, was admitted to St. Thomas's Hospital on 
• February 25, 1901, with phthisis and a right-sided 
pneumothorax. On February 27 air and pus were aspirated ; 
the temperature was 102*4°. 

On March 2 (temp. 101 '4°) part of the seventh rib on the 
right side 'were resected. The temperature remained up for 
a fortnight before it became normal. The discharge con- 
tinued, and the lung would not expand, so that on June 1 an 
Estlander's operation was done, portions of the fourth to the 
ninth ribs being excised. In all about thirty to thirty-two 
inches of rib were removed. The wound healed well except 
for a cavity under the scapula^ at which place the skin could 
not fall in. Patient had improved markedly in his general 
condition. 

On October 5, 1901, a further attempt was made to close 
the cavity under his scapula. More of the ribs, fourth to the 
ninth, were removed. After this operation he improved 
rapidly. 

On May 17, 1902, the incision was again opened up. The 
lung and pleura had now expanded everywhere except under 
the scapula,. . . The loweir third of the scapula were removed. 
One or two stitches were put in uniting the skin to the 
visceral pleura. Part of the tenth rib was removed. Patient 
continued to improve until September 1, when he was re- 
admitted. 

On November 7 his left testis was excised for tubercular 
disease. During November, 1902, he had unexplainable 
attacks of malaise and vomiting. He also complained of pain 
in the lumbar region of the back. He has had a fistula in 
ano for years. 

In his history it is ascertainable that his lungs were first 
attacked early in 1898, in the November of which year he 
had an haemoptysis. At this time he was a champion middle- 
weight boxer. As he is now he presents marked scoliosis. 
The skin of the right side of the chest has fallen in and moves 
with the diaphragm. All the wounds are soundly healed, 
except in one place where there is an aerial fistula in connec- 
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tion with the lung, through which expired air can be forced. 
In many ways he is better, the vomiting has ceased, he sleeps 
and eats better, and has no cough. But he is losing weight, 
from 11 st. 7 lbs. to 10 st. 10 lbs. in six months, 'i'he liver 
is enlarged, and there is albuminuria. 

The case presents several points of interest : the man has 
undergone several severe operations to close the empyema 
cavity ; the whole condition has healed perfectly except for 
the aperture in the lung and visceral pleura, which probably 
gave rise to the original pneumothorax. In consequence 
there is now an aerial fistuhi. The tubercular trouble has 
extended to the testis, and to all appearances the man is 
steadily going downhill. 

From the surgical point of view the following facts may 
be pointed out : 

1. The subdivision of the operation of Estlander into two 
or three parts, done with intervals of time in between. 

2. The difficulty of getting the skin, etc , close to the spine 
to fall in, and so heal the empyema. 

3. The necessity of removing the lower third of the scapula 
to obtain the result. 

4. The aerial firstula connected with the lung. 

5. The progress of the tuberculosis. 



XXXIV. — Cyst arising in Connection with the Organ of 
Giraldes. By Donald Armour, M.B., F.R.C.S. 
Exhibited February 26, 1904. 

GB., aet. 20, nine months ago noticed a swelling in con- 
• nection with his right testis. It has always remained 
the same size. It is only painful when doing heavy work. 
Otherwise he is not conscious of its presence. Cause of origin 
unknown. No history of injury, gonorrhoea, or syphilis. 

There is a swelling the size of a large marble at the upper 
end of the right testis, in front of the spermatic cord. It is 
translucent. It can be moved upwards a quarter of an inch 
from the upper end of the testis. The globus major of the 
epididymis can be felt distinct from the swelling. 
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XXXV. — Contracture of Hip and Knee treated by 
Elastic Traction, By T. H. Opknshaw, C.M.G. 
ExUhHed Fehruary 26, 1904. 

HH._, female aet. 31. Infantile paralysis of the right lower 
• extremity. Sudden oAset at the age of two years. 
Contracture of the right knee-joint for fifteen years. Treated 
at various hospitals till nine yotars of age, then walked with 
hand on knee till fifteen. Since then has been obliged to use 
a crutch. Came under my care July, 1903, with hip flexed, 
knee contracted to an angle of 120°. Slight power of flexion 
of knee, none of extension. Calf muscles atrophic, talipes 
calcaneus, leg one and a half inches short. Hessing's appli- 
ance with elastic traction at hip and knee and ankle put on 
October 3. End of November knee straight, after some 
synovial effusion. Since the instrument was applied has only 
required the use of a stick. Confidence in walking and the 
power in the leg is slowly increasing. February 1, 1904, 
contraction of hip corrected, pelvic band and elastic traction 
removed. Since Christmas patient has been able to extend 
the knee when in bed voluntarily, after fully flexing it. This 
she could not do before treatment, pointing conclusively to 
the regaining of muscular power in the quadriceps nmscle. 



XXXVI. — A very large Femoral Hernia. By William 
Henry Battlm. E^vhihited Fehruary 2G, 1904. 

^pHE patient, a woman aet. 55, was admitted to St. Thomases 
J- Hospital on February 18, 1904, with a large hernia 
which presented the appearance shown in the illustration. It 
extended from the right groin to the knee, was pear-shaped, 
and irreducible. At its greatest circumference it measured 
more than the thigh on which it was lying, and caused great 
discomfort from its size and weight. The surface was 
eczematous in patches, and the skin very thin. 

The hernia had commenced seventeen years before, and 
had increased much more rapidly of late. 

The woman herself was somewhat emaciated, and suffered 
from a chronic cough, which made the hernia increase in size, 
and necessitated the postponement of any question of 
operation. There was no evidence of valvular disease, or of 
disease of the lungs. 



Note. — All attempte at reduction by means of rest in bed, 
improvement of the cough, and the application of bandages 
appeared to be without result in diminishing the size of the 



hernia, but the skin covering it became normal. She was 
anxious for operation, and the hernia was reduced on March 26, 
although with some difficulty, the patient being under the 
influence of chloroform. 

The contents of the sac consisted of several feet of small 
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intestine, the caecum and appendix vermiformis, about a foot 
of large intestine, and the gall-bladder. The small gut was 
reduced with comparative ease, but in order to effect reduction 
of the other contents it was necessary to divide Poupart's 
ligament. 

Closure of the abdominal opening after excision of the 
sac and some of the skin was facilitated by the use of a staple 
inserted into the bone. The impression given when the 
operation was completed was that the diaphragm was com- 
pressed by the return of contents of the abdomen, which had 
long been absent from their place, and that the abdominal 
muscles were much more resistant than had been expected. 

Two days after operation the patient died with pulmonary 
symptoms. • At the post-mortem examination the local condition 
was quite satisfactory. 

The case is interesting for various reasons. In the first 
place it is the largest femoral hernia of which a record can 
be found. 

2. There had never been any operative interference with 
the part, i. e., no abnormal scar tissue had formed in the line 
of resistance to pressure from within the abdomen, as in most 
cases of large femoral hernia. 

3. The gall-bladder has not been previously met with in 
the sac of a femoral hernia. 



XXXVII. — Case of Movable Knee-joint Three and a 
Half Years after Operation for Extensive Tuberculous 
Disease. By F. J. Stkwaed, M.S., F.R.C.S. Ex- 
hibited Apnl 22, 1904. 

AMELIA W., was admitted into the Great Ormond Street 
Hospital on August 22, 1900, and was then one year and 
seven months old. 

The right knee joint became tuberculous eight months 
before admission, and the disease rapidly progressed. The 
joint had been opened and scraped by another surgeon three 
months before admission, but this operation did not stop the 
progress of the disease, in fact it resulted in the formation of 

a sinus. 

On admission the right knee was fixed and flexed almost 
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to a right angle, very tender, and much swollen. A scar 
crossed the front of the joint, and at its inner extremity a 
sinus communicating with the joint cavity was present. There 
were no other signs of tuberculosis, and no signs of congenital 
syphilis present. 

Operation (August 25). — Under chloroform the joint was 
opened by a transverse incision, the patella being divided. 
The whole of the synovial membrane, which was extensively 
diseased, was dissected away. The cartilage over the outer 
condyle of the femur, the patella, and the outer tuberosity 
of the tibia was healthy and was left, but that over the 
inner condyle of the femur and the inner tibial tuberosity 
was much eroded, and was therefore in great part removed. A 
large carious patch in the inner condyle, three quarters of an 
inch in diameter, and extending to a depth of one and a half 
inches, was thoroughly curetted and afterwards plugged with 
pieces of decalcified cancellous tissue and washed iodoform. 
A smaller carious patch on the internal tuberosity was similarly 
treated. The anterior crucial ligament was destroyed but the 
posterior was in great part saved. The patelhi was then 
sutured, the sinus excised, and the wound closed. Primary 
healing took place, and the child left the hospital in aplaster- 
of-Pnris case. 

The child was seen from time to time, and the plaster 
changed. In August, 1902, i. e. two years after the operation, 
as no heat or other sign of recurrent disease had been observed 
subsequent to operation, all splints were discarded. At this 
time there was a very slight degree of mobility; this has 
slowly but steadily increased up to the present time. 

Tlie present condition of the limb is as follows : 

There is no heat, tenderness, or other sign of disease; the 
muscles are less developed than those of the sound limb, but 
there is no shortening; the leg can be completely extended, 
and can be flexed almost to a right angle; there is no lateral 
mobility whatever. 

According to the mother the child can run, skip, etc., like 
other children of her age, and never complains of the knee in 
any way. 
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XXXVIII. — Case of Polycythsemia with Enlarged Spleen 
and Chronic Eri/thromelalgia of the Left Foot. By 
F. Pabkbs Weber, M.D., Exhibited April 22, 
1904. 

THE patient^ Mrs. Sabina B,., eat, 36^ a Jewess from 
Roumania, has been under observation for a considerabe 
time on account of erythromelalgia (see description in the 
British Journal of Dermatology, February, 1904, p. 70), but 
the presence of poljcythaemia with splenomegaly has only 
recently been recognised. She came to England ten years 
ago, and up to that time had enjoyed fair health. She never 
had malaria. Both her parents reached old age. Her hus- 
band, a traveller, is living and healthy, and she has two 
children, both living and healthy, aged seven years and nine 
years respectively. Before these children she had two abor- 
tions at the third month. After her last confinement (seven 
years ago) she suffered from " inflammation of the womb," 
and the whole of her left lower extremity was swollen for a 
month. 

Three or four years ago she commenced to have " burning " 
in both feet during summer, and gradually she became unable 
to put on her boots without pain. For the last two years she 
has suffered much from headache and feelings of giddiness 
and prostration. On account of the foot trouble she has been 
practically confined to bed for eighteen months. When Dr. 
Weber first saw her in the summer of 1903 her feet were 
turgid with blood (some of the toes were purple), painful, 
hypera9sthetic, hyperalgesic, and moist with sweat. All the 
signs were much more marked in the left foot, which was 
objectively the hotter of the two. Considerable improvement 
occurred, but the left foot has not completely recovered. At 
the present time the erythromelalgia is practically limited to 
the left foot. Even when the patient is lying down and resting 
one can always observe livid patches of skin, which are 
sometimes apparently slightly swollen, on the big toe and 
along the inner border of the foot, and this region is tender 
to pressure ; but when she sits up with the feet in a dependent 
position the whole left big toe becomes blue and painful and 
hot to the touch. There are two or three purple patches of 
skin on other parts of the left lower limb, which, Dr. Weber 
thinks, may be regarded as minute erythromelalgic islets. 

VOL. XXXVII. 17 
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There is no distinct cyanosis of tlie face and extremities^ 
snch as has been noted in most other cases of polycythaemia 
with splenomegaly, although the tongue, and sometimes the 
fingers also, are of a bright red colour with a bluish tinge, 
resembling the colour of raw butcher^s meat. No disease can 
be detected in the heart or lungs. There is no dyspnoea. 
The cardiac apex-beat is in the fifth left intercostal space, 
internal to the nipple line, and the area of cardiac dulness is 
not increased. The radial pulse is about 88 in the minute 
and regular (though the rate is markedly affected by any 
mental excitement) ; it is of medium volume and generally 
rather increased tension. By abdominal palpation nothing 
abnormal can be detected except enlargement of the spleen, 
which is felt rather hard and extending two finger-breadths 
below the costal margin. Menstruation regular. Some ten- 
dency to chronic constipation. The urine is at present abun- 
dant, pale, of specific gravity about 1010, and free from sugar 
and albumen ; but on a former occasion a trace of albumen 
was noted. 

Examination of blood : HsDmoglobin, about 125 per cent, 
of the normal ; red cells, about 9,000,000 in the c.mm. ; white 
cells, about 8100. The differential count (Dr. Gr. L. Bastes, 
April 13) of white cells gives small lymphocytes 17*25 per 
cent., large lymphocytes 8*5 (total lymphocytes 25*75), poly- 
morphonuclears 73*75, eosinophiles 0*5. Daring a count of 
400 white cells one mast cell was found. No myelocytes or 
erythroblasts were detected. 

On a subsequent occasion (April 19, late afternoon) Dr. 
J. H. Drysdale kindly examined the blood from the patient's 
finger and found that the red corpuscles numbered 8,660,000 
per cubic millimetre, and the white cells 9000. This confirms 
the previous counts in regard to the polycythaemia. Dr. 
Drysdale also reported that the differential count of the white 
cells (polymorphonuclears 77*6, lymphocytes 18*5, large mono- 
nuclears 3*5, and eosinophiles 0*3 per cent.) did not differ 
much from that in ordinary persons. 

There is slight deafness, possibly due to dry catarrh, and 
occasionally a subjective " roaring " sound is complained of. 
Knee-jerks obtained with some difficulty on both sides. There 
is slight wasting of the calf of the left leg (2 cm. difference 
in circumference, 14 cm. below knee-caps). A radiogram 
shows that the bones of the toes and distal part of the tarsus 
in the left foot give a decidedly fainter shadow to Rontgen's 
rays than in the right foot. 
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Iq many respects the present case resembles that recently 
brought before the Society by Drs. Weber and Watson, in 
which, however, there was no erytliromelalgia (March 11, 
1904). The association of splenomegalic polycythaemia with 
erythromelalgia has already been noted by W. Tiirk, of 
Vienna {Wiener klinische Wochenschrift, 1904, Nos. 6 and 7). 

Treatment. — The acute erythromelalgia in the present case 
rather suddenly subsided whilst faradism was being tried, but 
nothing has seemed to influence the chronic condition. For 
various reasons the patient is now to be put on a diet con- 
sisting chiefly of milk. 

Addendum. — The general condition appeared to remain 
uninfluenced by treatment, and the milk diet was not long 
continued owing to great objection on the part of the patient. 
On the morning of May 30, 1904, an examination of the blood 
showed haemoglobin 165 per cent, of the normal; red cor- 
puscles 10,600,000 in the cubic millimetre, white cells 7200. 
Small doses of arsenic (two to three drops of Fowler's solution 
three times daily) had been tried for the three weeks preceding 
this blood count, but were then discontinued. Dr. Gr. L. Eastes 
kindly examined blood-films taken on May 30, and confirmed 
the absence of myelocytes, of erythroblasts and of any poiki- 
locytosis. The differential count of 300 white cells gave 
small lymphocytes 26*5 per cent., large lymphocytes 4*0, 
polymorphonuclears 68*8, eosinophiles 0*7. 



XXXIX. — Case of Firm Ankylosis and Contracture of 
Left Knee treated by Elastic Steel Bar Traction. By 
T. H. Openshaw, C.M.G. Exhibited April 22, 
1904. 

JS., aet. 15, came under my care at the London Hospital 
• in January, 1904, with close fibrous ankylosis of the 
left knee and contracture to an angle of 112°. 

Knee first became painful and stiff when five years of 
age. Treated with plaster of Paris and Scott^s dressing. 
Abscesses formed; burst. Sinuses discharged, and knee 
became flexed. 

Now two cicatrices above external condyle, and one over 
ligamentum patellaeu 



252 Clinical Cases. 

During 1903 leg has been getting more flexed. There 
was, when first seen, the faintest possible trace of movement 
at the knee. Muscles of thigh are wasted. No paralysis or 
other deformity. Patient walked well, with the toes on the 
ground, but the pelvis dropped four inches in order that the 
toes might reach the ground. There was marked left dorsal 
lateral lumbar curvature. 

On February 26 the knee was put up in Hessing's splint 
with elastic steel bar traction, the knee being at an angle of 112°. 

On March 1 the angle was 120°, on the 4th 125°, on the 
10th 135°, on the 17th 145°, etc., etc. 

On April 15 it was 180°. 

There has been practically no heat and no pain during 
the process. The patient has walked about the whole time. 
There is more movement at the knee than when the treatment 
was commenced. The steel bar is now replaced by elastic 
traction bands. 



XL. — Case of Arthritis of Knee, following Fracture of 
Femur y improved after Removal of Pressure by means 
of Splint. By T. H. Opensbaw, O.M.Gr. Exhibited 
April 22, 1904. 

JH. first came under my care October, 1903, at the 
• National Orthopaedic Hospital, with enormous bony 
outgrowths of the right knee, acute pain, and inability to 
stand or walk upon the knee. He is a man of extreme 
muscular development, an acrobat. Whilst performing with 
an elastic knee-cap on the knee the femur fractured. It is 
now united, with some deformity. The arthritis of the knee- 
joint developed after the injury. A splint, by means of which 
the weight of the body was transferred from the pelvis to the 
ground, was applied, and the knee-joint thus given rest. 
The pain, the swelling, and the bony outgrowths have slowly 
decreased in size and severity. He is now able to walk all 
day long without discomfort. He has no sign of any disorder 
of sensation. He has had syphilis, and is not rheumatic. 
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XLI. — Case of Early Acromegaly. By Wilfred 
Harbis, M.D. Exhibited April 22, 1904. 

AL., a young girl, aeb. 20, previously in domestic service, 
• has suffered for some years past from headaches, which 
have been especially severe for the last twelve months. For 
the last two years has frequently suffered from slight epilepti- 
form attacks, sudden pain through the eyes from left to 
right, followed by loss of consciousness for about half an 
hour, and talks at random, and is otherwise ^^ queer" for 
some little time after. Her memory is bad, and her temper 
has become very irritable during last two years. 

During the last twelve months her brothers have chaffed 
her on account of her being unable to make her teelh meet. 
The lower jaw is markedly underhung, the lower incisor 
teeth being a third of an inch in front of the upper teeth. 
The face is long and oval, with large nose and lower lip. 
The tongue is moderately large. The hands are large, with 
thick spudgy fingers, size 8, though she used to take 6i 
gloves. A ring on one of her fingers has become obviously 
tight. The spine and chest show no marked alterations. 
The visual fields are normal. Optic discs normal. No gly- 
cosuria or albuminuria. Gatamenia have almost ceased 
during last six months. 



XLII. — A Case of Congenital Heart Disease. ? Patent 
Ductus Arteriosus. By Lee Dickinson, M.D. 
Exhibited April 22, 1904. 

THE patient is a delicate-looking, but well-developed young 
woman of 27, married, and the mother of three children. 
Heart disease is known to have existed since early childhood ; 
there is no history of rheumatism. She first came under my 
care in December, 1896, at which time she was suffering 
from chlorosis, albuminuria, and cedema of the legs. The 
cardiac murmurs and thrill were then much as now, but even 
more pronounced. Last February she reappeared at St. 
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George^s complaining of attacks of faintness, which had been 
worse since her last confinement three months before. After 
a few weeks' rest in the hospital she regained fair healthy 
and she is now going about as usual. The albuminuria 
persists^ but there is no oedema of the legs except what may 
be due to varicose veins. The pulse is of low tension, and 
the arteries are not thickened. 

Heart. — The heart is slightly enlarged, more to the left 
than to the right, the apex being in the fifth space just inside 
the nipple Ime, the impulse heaving. There is appreciable 
pulsation in the episternal notch, and the prevascular dulness 
is somewhat extended on the left, probably indicating dilata- 
tion of the pulmonary artery. 

The murmur and thrill were thus described by Dr. W. L. 
Ascherson, one of the medical registrars : " A thrill, the 
intensity of which seems diastolic in time, is felt in the 
second and third left spaces close to the sternum. In the 
second left space close to the sternum is an exceedingly loud 
rumbling murmur. It seems to begin with the systole, but 
occupies not only the systole, but practically the whole 
diastolic interval, and is therefore continuous. No second 
sound is audible in the pulmonary region. The murmur is 
conducted all over the praecordium, masks the first sound at 
the apex, and is heard in the aortic area ; it is also audible 
down the spine at the back, but not over the abdominal 
aorta. No second sound is heard in the aortic region, but an 
aortic second sound is audible in the neck.'^ 

The only addition which I would make to this note is that 
sometimes, at any rate, the murmur is double, the shorter 
portion, which is definitely systolic, being of a more blowing 
and less rumbling character than the rest; but always the 
whole cardiac cycle is occupied by a murmur or murmurs. 

Remarks, — This is almost certainly a case of congenital 
heart disease, but the obtrusive character of the physical 
signs is out of all proportion to the severity of the lesion. 
It is more than probable that some malformation exists at 
the orifice of the pulmonary artery, allowing of regurgitation 
perhaps as well as obstruction. 

The continuous murmur, however, cannot be explained in 
this way, and there is certainly no very serious pulmonary 
obstruction, for the patient is well-developed, reasonably 
active, not cyanosed, and, at the age of twenty-seven, she is 
free from phthisis. 
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The chief interest of the case consists in the question of 
patency of the ductus arteriosus. 

Perhaps the signs which are most generally held to be 
characteristic of patent ductus arteriosus are a late systolic 
murmur and thrill in the second left interspace followed by 
an accentuated pulmonary second sounds but in some cases 
that have come to a post-mortem examination there has been 
a diastolic murmur also, or a continuous purring throughout 
both systole and diastole, the pulmonary second sound being 
indistinguishable. It is impossible, however, to be confident 
about any signs as being proper to patent ductus on account 
of its almost invariable association with other congenital 
lesions, of which the simplest and commonest is stenosis of 
the orifice of the pulmonary artery, associated or not with 
dilatation of the trunk of the vessel. 

A comparatively simple case of patent ductus arteriosus 
is recorded by Dr. Greenhow in Clin. Trans., vol. ix. There 
were two murmurs in the pulmonary area — a harsh systolic 
munnur ending abruptly, accompanied by a thrill, and a 
continuous humming murmur during all the rest of the 
cardiac cycle. The systolic murmur was traced after death 
to the pressure of enlarged glands upon the pulmonary 
artery, but the continuous humming murmur was attributed 
to the patent duct and the flow of blood through it from the 
aorta into the pulmonary artery. 

In the presence of a continuous humming murmur Dr. 
Greenhow's case seems to have been very similar to the one 
now brought forward, and upon which the opinion of the 
Society is sought. 

Addendum, — Dr. Frederick Taylor reminds me that the 
late Dr. Hilton Fagge published the complete history of a 
case of patent ductus arteriosus, which case should certainly 
be studied by anyone interested in the subject {Guy's Hosp. 
Rep.y vol. xviii, 3rd ser., p. 23). See also Dr. Frederick 
Taylor's Clinical Lecture in the Guy's Hospital Gazette, 1901, 
pp. 197—221. 
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XLIII. — Case of Congenital Malformation, Upper Limb 
and Ear. By R. P. Rowlands, M.S. Exhibited 
April 22, 1904. 

RW., 8Bfc. 32. Skiagram by Dr. Graham shows — 
• 1. Absence of I'adius, of upper part of humerus, and of 
two metacarpal bones. 

2. Presence of only four carpal bones : os magnum, pisi- 
form, unciform, cuneiform. 

3. Presence of only third, fourth, and fifth metacarpal 
bones. The third and fourth are articulating with first phalanx 
of a finger which is probably the fourth. 

The clavicle and scapula are both poorly developed, and 
the former is very low at its sternal end. 

The elbow is flail, and the shoulder-joint is malplaced. 
Maldevelopment of ear showing on left side — 

1. Complete facial paralysis. 

2. Complete nerve deafness. 

3. Ill-developed ear represented by (a) a funnel-shaped 
depression half an inch deep ; (6) piece of cartilage repre- 
senting tragus and (?) antihelix; (c) Eustachian tube is 
present. 

4. Accessory tragus (pedunculated). 

5. Mandibular tubercle. 

6. Scar over anterior edge of sterno-mastoid. 

7. Great depression over petro-mastoid, which is very 
small ; assymmetry of face secondary. 

8. There is loss of taste in anterior two-thirds of tongue 
on left side. 

Nature, — ^Probably primary absence of the otic vesicle, and 
secondary non-development of seventh aad eighth nerves, and 
of petro-mastoid bone and tympanum, and also of proper 
auricle. 



XLIV. — Case of Early Puberty. By R. P. Rowlands, 

M.S. Exhibited April 22, 1904. 

BOY, ast. 2, of vicious temper and general overgrowth. He 
has attained puberty, and has large external genitals 
with long pubic hair ; faint moustache. Mental development 
is about the average. 
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XLV. — A Case of Gangrene of the Tips of the Fingers 
of Both Hands. By C. J. Symonds, M.S. Exhibited. 
April 22, 1904. 

A MAN of 45 lost the top of the left forefinger iu the winter 
- of 1902. During last winter he has lost the tips of 
several other fingers on both hands. He attends to horses 
during the hunting season. He has not been exposed to more 
cold than this occupation would suggest. There is no arterial 
or nerve disease, nor any diabetes. The patient is under the 
care of Mr. Golding-Bird at Guy's Hospital, who sent him up. 

The case was thought to be probably one of modified frost- 
bite, as there is no history of Raynaud's disease. 

Note. — Rapid healing took place after he was exhibited. 
The necrosed bone was removed with marked benefit. The 
rapid recovery seemed to confirm the frost-bite view. 



XL VI. — Case of Spontaneous Fracture of the Neck 
of the Femur. By C. J. Symonds, M.S. Exhibited 
April 22, 1904. 

A MAN of 42, when kneeling to open a cupboard, heard a 
curious crunching noise, leading him to turn round and 
look for its cause. From that time he felt inconvenience in 
the hip, which gradually increased, although he was able to 
walk about without pain. One day he became suddenly worse ; 
there was enormous swelling about the hip, and the leg was 
shortened. The neck of the femur appears to be broken, the 
head remaining in the acetabulum. There were at the time of 
this occurrence no signs of locomotor ataxy. 

The patient was under the care of Mr. Tom Brown, of 
Kennington, to whom I am indebted for the notes of the case. 
When first seen there was great swelling about the hip, sug- 
gesting either a rapid effusion into the joint with dislocation, 
on a new growth. The skin in a still earlier stage, was 
stretched and reddened. With all this there was no pain. 
Oradually the effusion subsided to the present condition. He 
was placed under chloroform with a view of reducing a dis- 

VOL. XXXVJl. 18 
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location and fixing the joint. It was clear, however, that the 
neck was broken, for the trochanter could be moved freely up 
and down, the stump of the attached neck grating over the 
half still in the acetabulum. 

There are no definite signs of locomotor ataxy, except 
that the eyesight is perhaps becoming defective. 

There is a history of syphilis, and I think that the case is 
probably one of spontaneous fracture as an early symptom of 
ataxy. He is obliged to use crutches at present. 



PLATK XI. 

llhutratintf Mr, i\ J. NyiiumilM* Otaw of Hpontanooui Fracturo of tho Nook 
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Keyseb (Charles R.), congenital elevation of the shoulder . . 230 

— — congenital absence of the fibulae 230 

— — a case of achondroplasia with spinal curvature (? rachitic) 240 
KiDD (Percy, M.D.), two cases of tumour of the left auricle of the 
heart, simulating mitral stenosis ; by H. T. Thompson and 
0. U. Aitchison, introduced by Percy Kidd, M.D. . . . 192 
Knee-joint, arthritis of, following fracture of femur, improved 
after removal of pressure by means of splint (T. H. Open- 
shaw, O.M.G.) 252 

contracture of hip and knee treated by elastic traction 

(T. H. Openshaw, O.M.G.) 245 
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Knee-joint, movable, three and a half years after operation for 

extensive tuberculous disease (F. J. Steward) . . . 247 

(left) contracture and ankylosis treated by elastic steel 

traction (T. H. Openshaw C.M.6.) 251 

Laparotomy for fibroid disease of pancreas with calculi ; relief of 

symptoms ; death (S. Phillips, M.D.) . ... . .96 

performed in case of pneumococcal peritonitis ; left em- 
pyema ; thoracentesis ; recovery (Sir Dyce Duckworth, M.D., 
and Professor Howard Marsh, M.A.) 83 

Leucocythsemia (lymphatic leukaemia) : two cases (F. Taylor, 

M.D.) 46 

Ligature of superficial, femoral and popliteal arteries, for femoral 
aneurysm in Hunter's canal, cure of aneurysm (H. B. 
Robinson) 205 

(multiple) of pedicles and omentum ; pedicle trident for 

(H.L.Barnard) 217 

Limb (upper) : malformation : congenital, of upper limb and ear 

(R. P. Rowlands) 256 

Lipoma, diffuse (adiposis dolorosa P) in a man (L. Williams, M.D.) 209 
Lipomatosis (difiTuse) in a man with slight general wasting (F. 

Parkes Weber, M.D.) 221 

in a woman without any associated pain (F. 

Parkes Weber, M.D.) 220 

Liver : tumour of liver in boy sat. 10 years (A. E. Garrod, M.D.) 222 
LuNN (John R.), a case of chronic pericarditis (syphilitic) with 

skiagram 224 

a case of ununited fracture of radius and ulna . . . 224 

Lymphatic leukaemia (leucocythaemia) : two cases (F. Taylor, 

M.D.) 46 

McGavin (Lawrie),a case of post-operative hei*nia treated by the 

introduction of prepared silver- wire filigree .... 59 

congenital absence of the phalanges of the left hand . 226 

Malformation, congenital, of upper limb and ear (R. P. Rowlands) 256 
Man : diffuse lipoma (adiposis dolorosa P) in a man (L. Williams, 

M.D.) 209 

diffuse lipomatosis in a man with slight general wasting 

(F. Parkes We^er, M.D.) 221 

Mabbiage (H. J.) and Wallace (Oathbert S.), a case of at- 
tempted division of the eighth nerve witbin the skull for the 
relief of tinnitus (with a report on the resulting degeneration, 
by B. Farquhar Buzzard, M.D.) 159, 164 
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Marsh (Professor Howard, M.A.), and Duckworth (Sir Dyce, 
M.D., LL.D), a case of pneumococcal peritonitis ; laparo- 
tomy ; left empyema ; thoracentesis ; recovery (with notes 
from the Pathological Laboratory by Dr. Andre wes) . 83, 88 

Maxillary bone : combined operation through soft and hard 
palate and extensive removal of anterior wall of left supe- 
rior maxillary bone in final removal of vascular naso-pharyn- 
geal fibroma of extensive origin (H. Tilley, M.D.) . . 212 

Maylabd (A. Ernest), congenital narrowness of the pyloric onfice : 
a cause of chronic gastric disease in the adult ; illustrated by 
seven .cases successfully treated by operation . . 63 

Measles : cerebral defect (severe) following (G. N. Pitt, M.D.) . 32 

with coma in an adult : recovery (G. N. Pitt, M.D.) . 23 

Members of the Society xxi 

Honorary Members xxii 

Foreign Honorary Members xxiii 

Mitral stenosis : pulmonary regurgitation associated with mitral 

stenosis (J. F. Parkinson, M.D.) 238 

two cases of tumour of left auricle of heart simulating 

(H. T. Thompson and 0. U. Aitchison) 192 

MOYNIHAN (B. G. A.), one hundred cases of gastro-enterostomy 

for simple ulcer of the stomach and duodenum ... 74 
Muscles, of hands : congenital absence of small muscles of hands 

in mother and infant daughter (H. Batty Shaw, M.D.) . . 235 
Myositis fibrosa, with pathological examination (F. E. Batten, 

M.D.) 12 

Naso-pharynx, vascular fibroma of extensive origin ; method of 

final removal (H. Tilley, M.D.) 212 

Neck : fracture-dislocation in upper cervical region, case without 

symptoms (W. H. Battle) 232 

Nei've (eighth) : attempted division of eighth nerve within skull 

for relief of tinnitus (0. S. Wallace and H. J. Marriage) . 159 

NeiTe degeneration : report on resulting degenerations in case of 
attempted division of eighth nerve for relief of tinnitus 
(E. Farquhar Buzzard) 159 

Neuralgia (epileptiform) : intra-cranial resection of second divi- 
sion of fifth nerve (J. Hutchinson, jun.) 136 

Nose : translucent cyst, probably dermoid, of root of nose (R. 

Johnson) 227 

(Esophagus : creasote inhaler removed from oesophagus by gas- 

trotomy (H. J. Paterson) . 215 



268 Index. 

PAGE 

Officers of the Society xix 

Opbnshaw (T. H., G.M.G.) : contracture of hip and knee treated 

by elastic ti*action 241 

case of firm ankylosis and contracture of left knee 

treated by elastic steel bar traction 251 

case of arthritis of knee, following fi*acture of femur, im* 



proved after removal of pi'essure, by means of splint . . 252 
Omentum : pedicle trident for .multiple ligature of pedicles and 

omentum (H. L. Barnard) 217 

Ophthalmoplegia externa, with blindness of acute onset (F. E. 

Batten, M.D.) 225 

Osteitis deformans, two cases (H. French, M.D.) .... 213 

— two cases (0. Gordon Watson) 231 



Pain not associated in case of diffuse lipomatosis in a woman 

(F. Parkes Weber, M.D.) 220 

Palate (soft and hard): combined operation through soft and 
hard palate, and extensive removal of anterior wall of left 
superior maxillary bone, in final removal of vascular naso 
pharyngeal fibroma of extensive origin (H. Tilley; M.D.) 

Pancreas : fibroid disease with calculi, accompanied by jaundice 
and snbseqaently by diabetes; laparotomy; relief of sym 
ptoms; death (S. Phillips, M.D.) 

Pancreatitis, hsemorrhagic (F. Taylor, M.D.) 

acute (A. A. Bowlby, O.M.G.) 



Paralysis (bulbar, chronic): two cases of post-diphtheritic 
chronic bulbar paralysis (W. Harris, M.D.) . 

Paraplegia (total) due to caries of mid-dorsal vertebrae : costo 
transversectomy performed : complete recovery (W. H. B 
Brook, M.D.) . 

Pabkinson (J. Porter, M.D.), morbus cordis : pulmonary regur 
gitation associated with mitral stenosis 

Pasteur (William, M.D.), a case of pernicious anaemia present 
ing unusual features 

and Kelloce (T. H.), foreign body impacted in bron 
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chus ; removal by operation 

Patebson (Herbert J.), a creasote inhaler removed from the 

oesophagus by gastrotomy, with skiagraph showing the 

inhaler in situ (introduced by A. A. Bowlby, O.M.G.) . . 215 
Pathological examination of case of myositis fibrosa (P. E. 

Batten, M.D.) 12 
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Pedicle trident for multiple ligature of pedicles and omentum 

(H. L. Baraard) 217 

Periostitis (chronic) of syphilitic origin (J. R. Lunn) . . . 224 
Peritonitis, pneumococcal (F. Taylor, M.D.) . « . . 91 

laparotomy ; left empyema ; thoracentesis ; 

recovery (Sir Dyce Duckworth, M.D., and Professor Howard 

Marsh, M. A.) 83 

Peters (E. A., M.D.), notes of two cases illustrating the advan- 
tages and disadvantages of X-ray treatment in recurrent 

carcinoma of the breast 180 

Phalanges of left band, congenital absence of (L. McGavin) . 226 
Phillips (Sidney, M.D.)} a case of fibroid disease of the pancreas 
with calculi, accompanied by jaundice and subsequently by 
diabetes ; laparotomy ; relief of symptoms ; death . . 96 
Phthisis : pyopneumothorax due to (E. M. Corner) . . . 243 

see also Tuhe^'culosia (pulmonary). 

Pitt (G. Newton, M.D.), case of coma with measles in an adult, 
followed by recoveiy. Appendix: case of severe cerebral 
defect following measles 23, 32 

Pneumococcal peritonitis (F. Taylor, M.D.) 91 

■ laparotomy ; left empyema ; thoracentesis ; 

recovery (Sir Dyce Duckworth, M.D., and Professor Howard 
Marsh, M.A.) 83 

Popliteal arteries, see Artery. 

Polycythaemia, with enlarged spleen and chronic erythromelalgia 

of left foot (F. Parkes Weber, M.D.) 249 

(chronic) : case with enlarged spleen, probably disease of 

bone-marrow (P. Parkes Weber, M.D., and J. H. Watson, 
M.B.) 115 

Post-operative hernia: case treated by introduction of silver- 
wire filigree (L. McGavin) 59 

Presidents of the Society since its formation . . . . xi 

Puberty, early, case of (R. P. Rowlands) 256 

Pulmonai-y regurgitation : see Regurgitation (pulmonary). 
Pylorus (stenosis, congenital) : congenital narrowness of orifice, 
a cause of chronic gastric disease in the adult ; seven cases 
successfully treated by operation (A. E. May lard) ... 63 
Pyopneumothorax due to phthisis ; thoracoplasty : healing with 

aerial fistula (E. M. Comer) 243 

(tuberculous) treated by incision and removal of ribs 

(D. W. Finlay, M.D.) 183 

Radius : fracture of radius and ulna (ununited) (J. R. Lunn) . 224 
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Regurgitation (pulmonary) associated with mitral stenosis (J. P. 

Parkinson, M.D.) . . . 238 

Resection, intra- cranial, of second division of fifth nerve for epi- 

leptiform neuralgia (J. Hutchinson, jun.) .... 136 

Ribs, incision and removal, in treatment of case of tuberculous 

pyopneumothorax (D. W. Pinlay, M.D.) .... 183 

Rickets : achondroplasia, with spinal curvature (P rachitic) (G. R. 

Keyser) 240 

Robinson (Henry Betham), femoral aneurysm in Hunter's 
canal ; ligature of superficial femoral and popliteal arteries ; 
cure of the aneurysm ; death from cardiac disease ten weeks 
later 205 

Rontgen rays : advantages and disadvantages of X-ray treat- 
ment in recun'ent carcinoma of the breast (E. A. Peters, 

JxL.JJ.} ..•*....••.. JLov 
v^lue as factor of diagnosis of early pulmonary tuber- 
culosis (A. Stanley Green, M.B., and W. H. B. Brook, M D.) 167 
Rowlands (R. P.), case of congenital malformation, upper limb 

and ear 256 

case of early puberty 256 



Sarcoma of left supra-renal body, with secondary deposits in 

cranial bones (H. L. Barnard) 216 

Sexual organs apparently completely absent in a child (E. 

Beaumont) 216 

Shaw (H. Batty, M.D.), congenital absence of the small muscles 
of the hands and deformity of the feet in mother and infant 
daughter 235 

Shoulder : congenital elevation (0. R. Keyser) .... 230 

Silver- wire filigree : post- operative hernia treated by introduction 

of (L. McGavin) 59 

Skull : enlargement of bones of cranium, jaw, and thorax (? syphi- 
litic) (W. G. Stone, M.D.) 239 

? tumour at base of skull (T. H. Kellock) .... 210 

Spbncer (Walter G.), severe and fatal hsematuria of unknown 

origin 156 

bilateral enlargement of testicles in a boy set. 10 . . 225 

Spine (curvature of) : case of achondroplasia with spinal curva- 
ture (? rachitic) (0. R. Keyser) 240 

Spleen, enlarged, in case of polycythsemia (P. Parkes Weber, 

M.l>.) 249 
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Spleen (enlarged) present in case of chi*onic polycythsemia (F. 

Parkes Weber, M.D., and J. H. Watson, M.B.) . . .115 
Splint : removal of pressure, by means of splint, improving case 

of arthritis of knee following fracture of femur (T. H. Open- 

shaw, O.M.G) 252 

Steel bar traction, see Elastic steel bar traction. 

Stenosis (mitral), see J^itral stenosis, 

of pylorus : congenital narrowness of pyloric orifice, cause 

of chronic gastric disease in adult (A. E. Maylard) . . 63 
Steward (F. J.)> case of movable knee-joint three and a half 

years after operation for extensive tuberculous disease . 247 

Stomach, disease of, chronic, in the adult, caused by congenital 

narrowness of pyloric orifice ; seven cases successfully treated 

by operation (A. E. Maylard) 63 

(ulcer of) : gastro-enterostomy for simple ulcer of the 

stomach and duodenum : one hundred cases ( B. G. A. Moyni- 
han) 74 

ulceration, erosive, with severe hsematemesis ; operation ; 

recovery (Sir Dyce Duckworth, M.D., and H. T. Butlin) . 1 

Stone (W. G., M.D.), a case of enlargement of the bones of the 

cranium, jaw, and thorax (? syphilitic) 239 

Suppuration about jaws, associated with two cases of malignant 

anaemia (N. Dalton, M.D.) 101 

Supra-renal body (left), sarcoma, with secondary deposits in 

cranial bones (H. L. Barnard) 216 

Symonds (Charters J.), a case of gangrene of the tips of the 

fingers of both hands . . 257 

case of spontaneous fracture of the neck of the femur . 257 

Syphilis : chronic periostitis of syphilitic origin (J. R. Lunn) . 224 

enlargement of bones of cranium, jaw and thorax 

(? syphilitic) (W. G. Stone, M.D.) 239 



Taylor (Frederick, M.D.), a case of heemorrhagic pancreatitis . 8 

two cases of leucocythsemia (lymphatic leukaemia) . . 46 

a case of pneumococcal peritonitis 91 

Temporo-maxillary joints, ankylosis on both sides (J. J. Clarke) 110 

Testicles: bilateral enlargement in boy aet. 10 (W. G. Spencer) . 225 

see GiraldeSf organ of. 

Thompson (H. T.) and Aitchison (C. U.), two cases of tumour 
of the left auricle of the heart, simulating mitral stenosis 

(introducedby Dr. Percy Kidd) 192 
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Thoi*acopla8ty (principles of Estlander's operations) in treatment 

of case of pyopneumothorax due to phthisis (E. M. Comer) . 243 

Thorax : enlargement of bones of cranium, jaw, and thorax 

(? syphilitic) (W. G. Stone, M.D.) 239 

Thyroid gland: primary and secondary local tuberculosis of 

(E. M. Corner) 112 

TiLLEY (Herbert, M.D.), case of vascular naso-pharyngeal fibroma 
of extensive origin, finally removed by a combined operation 
through the soft and hard palate and extensive removal of 
anterior wall of left superior maxillary bone .... 212 

Tinnitus: attempted division of eighth nerve within skull for 

relief of tinnitus (C. S. Wallace and H. J. Marriage) . . 159 

Treasurer's Statement of Receipts and Payments .... liii 

Tuberculosis of hip-joint : case of movable hip- joint three and a 
half years after operation for extensive tuberculous disease 
(F. J. Steward) 247 

(local) of thyroid gland, primary and secondary (B. M. 

Corner) 112 

(pulmonary) : cases illustrating value of X-rays as factor 



of diagnosis of early pulmonary tuberculosis (A. Stanley 

Green, MB., and W. H. B. Brook, M.D.) .... 167 
Tuberculous pyopneumothorax treated by incision and removal 

of ribs (D. W. Finlay, M.D.) 183 

? Tumour at base of skull (T. H. Kellock) . . . . .210 
Tumour of left auricle of heart, simulating mitral stenosis (H. T. 

Thompson and C. U. Aitchison) 192 

of liver in boy set. 10 years (A. E. Garrod, M.D.) . . 222 

Typhoid fever: intestinal obstruction immediately following, in 

two cases (E. W. Goodall, M.D.) 145 



Ulcer of duodenum: gastro-enterostomy for (B. G. A. Moyni- 

lian) 74 

of stomach : gastro-enterostomy for (B. G. A. Moynihan) 74 

Ulna : fracture of radius and ulna (ununited) (J. R. Lunn) . . 224 



Vertebra (cei*vical, fifth), fracture of body and laminae of (E. M. 

Corner) 234 

See also Axis vertebra. 

Vertebrae (mid-dorsal) : caries of mid-dorsal vertebrae causing 

total paraplegia (W. H. B. Brook, M.D.) . • . . 223 
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Wallace (Outhberfc S.) and Marriage (H. J.), a case of 
attempted division of the eighth nerve within the skull for 
the relief of tinnitus (with a report on the resulting degenera- 
tions by E. Farquhar Buzzard, M.D.) .... 159, 164 
•^ALLis (P. C, M.B.), a case of chronic intussusception; escision 

of forty-two inches of small intestine ; recovery ... 42 

Wasting, slight general, in case of diffuse lipomatosis in a man 

(F. Parkes Weber, M.D.) 221 

Watson (G. Gordon), two cases of osteitis deformans . . . 231 

Watson (J. H., M.B.) and Weber (F. Parkes, M.D.), a case of 
chronic polycythtemia with enlarged spleen, probably a 
disease of the bone- marrow 115 

Weber (F. Parkes, M.D.), diffuse lipomatosis in a woman without 

any associated pain 220 

diffuse lipomatosis in a man with slight general wasting . 221 

case of polycythsemia with enlarged spleen and chronic 

erythromelalgia of the left foot 249 

and Watson (J. H., M.B.), a case of chronic poly- 
cythsemia with enlarged spleen, probably a disease of the 
bone-marrow . . . 115 

Williams (Leonard, M.D.)> a case of diffuse lipoma (adiposis 

dolorosa P) in a man 209 

Woman : diffuse lipomatosis in a woman without any associated 

pain (F. Parkes Weber, M.D.) 220 

X-rays : see Bontgen rays. 
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